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TO AN AFFECTION OF THE ACCES- 
SORY SINUSES.* 

By Henry Manninc Fisu, M.D., 
Assistant, New York Eye and Ear Infirmary. 


The idea that sinusitis is a cause, even occasion- 
ally, of ocular lesions was not obtained nor even 
suggested during work in foreign eye clinics, nor 
from a service of many months in teaching this 
work—treatment of the sinuses—in a clinic (Rethi) 
at the University of Vienna, nor was it from a study 
of the text-books, on either the eye or nose; in these 
it is conspicuous by its absence. But the study of 
personal cases, where the restoration of a reduced 


accommodation range to normal by treatment of the 


sinuses showed conclusively an edema or stasis in 
the ciliary body, lead to the natural deduction: if a 
ciliary stasis why not an inflammation? Further, 
one special case, dismissed with vision lost in one 
eye through a corneal abscess and _iridocyclitis, 
aroused the questions, what caused this corneal ab- 
scess in a perfectly healthy man and how explain 
a most excruciating fronto-temporal pain, paroxys- 
mal in character and lasting for a week, that sud- 
denly appeared when there was no increased in- 
flammation or tension, when the same condition of 
the eye had previously caused no inconvenience 
whatsoever. At the time it did not occur to the 
writer to attribute the pain to a sinusitis, although 
the frontal bone was very sensitive to the slightest 
touch. As is always done, the patient was told 
the pain was due to his inflamed eye. Later on the 
writer awoke to the fact that he had relieved just 
such pains by treating the sinuses, and that the pain 
in this case, and the ocular trouble as well, had been 
due to a sinusitis. 

These facts induced the writer to look upon ob- 
scure or idiopathic ocular lesions as evidences of an 
affection of the cavities surrounding the eye, and to 
treat them as such in every instance, even though the 
classical symptoms of sinusitis were wanting. The 
results obtained exceeded all expectations. Al- 
though in the first two or three acute cases there 


* Read before the Section on Ophthalmology, New York Academy 
of Medicine, Monday, April 16, 1906. 


was an immediate arrest of the pathological process, 
still the author could not convince himself that it 
was not a mere coincidence; it is extremely hard to 
break away entirely from the old ideas and methods 
inculcated by clinical work both at home and abroad. 
But as the treatment in other cases showed like re- 
sults the author became convinced, in spite of ad- 
verse criticism, that this hypothesis is correct. The 
first six cases were reported briefly, verbally, at the 
International Congress at Lucerne, September, 1904 
(published in American Journal of Ophthalmology, 
December, 1904), after which a study of this sub- 
ject was undertaken. 

At the present time an attempt to prove by the au- 
thorities that sinusitis is a frequent or even occa- 
sional cause of ocular disease is a hopeless task; 
the authorities, the modern text-books, the litera- 
ture generally, are all against such a hypothesis. 
Muller (Wiener Klinische Wochenschrift, 1895, p. 
194), reported that in a Vienna clinic during six 
years there had been ten cases of ocular trouble 
due to a sinusitis, an average of one in nine thou- 
sand patients, and he stated that the average in Ber- 
lin was even less, one in fifteen thousand. DeLa- 
personne was surprised to find an average of one 
case in five hundred eye patients “as it was so much 
greater than the literature led one to expect.” 
Kuhnt’s twenty-four cases represent an average of 
one in 339 patients. Ziem gives no figures on which 
to estimate a percentage. But by diligent search 
the writer has found that each one of the twenty 
odd different ocular lesions that were observed in 
his practically successive cases has been noted in 
the two or three hundred instances reported by 
other authors, but reported, it is true, as their iso- 
lated or rare cases. This proves that the various 
ocular diseases can be induced by sinusitis ; the only 
question is as to the frequency. 


The results of every examination on the cadaver, 
made with special reference to the condition of the 
accessory cavities, show them to be affected in a very 
high percentage. In 1456 autopsies a pathological 
condition was found 636 times, two in every five 
cases; in a similar study, limited to the maxillary 
sinus, the cavity was found to be involved 71 times 
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in 355 autopsies, or one in five cases. According to 
Zuckerkandl, the ancients, from the frequency with 
which the cavities were found to contain a fluid, con- 
cluded that that was their normal condition. The 
writer would call especial attention to the following 
observations made by pathological anatomists: ac- 
cessory sinus disease was not even suspected during 
life in one of the 35 cases found by Pierce; of the 
59 cases determined by Fraenkel a nasal discharge 
was known to exist during life in but one instance ; 
Wertheim, whose material was derived from a nose 
and throat hospital, says, “a nasal examination, 
made in some instances immediately before death, 
failed to disclose the slightest evidence of an ac- 
cessory sinus disease.” These facts show how fre- 
quently a sinusitis exists without manifesting any 
external or intranasal symptoms. Further. let it be 
remembered that sinusitis may at one time show in- 
tranasal symptoms, which later on may entirely dis- 
appear, the nostril presenting a normal appearance. 
This condition the writer can personally testify to. 
Again, a chronic discharging empyema may at any 
time be converted into a closed sinusitis owing to 
the secretion becoming pent up in the affected 
cavity. 

Before discussing this question, let us first see 
what a sinusitis really is, and how it causes ocular 
diseases. The bones about the face, about the orbit 
and those extending backward to form the roof of 
the nostril contain many cells, lined with mucous 
membrane, the Schneiderian or pituitary membrane 
of the ancients, which is continuous with the mucous 
lining of the nose. All of these cavities, normally 
containing air, communicate with the upper part of 
the nostril. We all know by experience what con- 
stitutes a cold im the head :—the heavy full feeling in 
the forehead, coryza, later a yellowish green nasal 
discharge with relief from the heavy stopped-up 
feeling in the head. That is sinusitis pure and sim- 
ple ; it is synonymous with a cold in the head, erkal- 
tung, rhume de cerveau, etc.,.and is not a rare con- 
dition, but the most common thing in the world. 
It usually terminates of itself, but occasionally, when 
drainage is incomplete, it is attended by severe symp- 
toms—-pain, etc., or a chronic form may ensue mani- 
festing itself by a catarrh, a sniffling, or a continu- 
ally recurrent cold in the head, which condition may 
long exist without causing any especial inconveni- 
ence. These repeated colds or sinus exacerbations 
may, however, be accompanied by neuralgia or re- 
current inflammatory conditions of the eye with in- 
tervals of quiescence, especially in the warm or sum- 
mer months. 


How does accessory sinus disease cause ocular 


disease? The commonly accepted theory is that it is 
by propagation, which, however, does not account 
for the intraocular lesions where the extraocular 
parts are not affected—there can be no extension 
from tissue to tissue when the intervening parts 
are normal. Ziem attributes the ocular symptoms 
to a passive orbital hyperemia from a faulty oxygen- 
ation of the blood resulting from a hindered nasal 
respiration—a nasal stenosis from edema, polypi, 
purulent secretion, etc. As this hypothesis fails to 
account for a strictly limited circulatory disturbance 
as well as for the cases in which there is no “hin- 
dered nasal respiration,” the writer has modified the 
above theory and considers the disturbance in the 
periorbital circulation to be consequent upon a vaso- 
dilatation resulting from an irritation of the sym- 
pathetic by the secretion pent up in a closed sinus. 
This theory is based on Gurwitch’s demonstration 
that the vasa supraorbitalia, frontalia, ethmoidalia 
and ophthalmo-facialia carry the greater portion of 
the venous blood from the nostril and its sinuses 
into the ophthalmic vein, and on the fact, as shown 
by Zuckerkahndl, that the upper walls of the various 
cavities are pierced by minute openings through 
which the lymph- and blood-vessels pass, thus af- 


 fording a direct communication between the circula- 


tion in these cavities and that of the meninges, some 
of the bloodvessels entering the convolutions of the 
brain. 


A periorbital circulatory disturbance due to sinu- 
sitis may result in symptoms manifesting themselves 
in the nostril, in the orbit, or within the cranium. 
Usually more than one of these regions is involved, 
but in rare instances only one of them may show any 
symptoms. An intranasal circulatory disturbance 
results in edema, a turgescence of the turbinates, 
especially the middle, there may be either an entire 
absence of secretion, the parts presenting a hot, dry 
appearance, or there may be a flow of clear, watery 
serum, a mucopurulent secretion, or more or less 
recurrent hemorrhage. A disturbance in the intra- 
cranial circulation may result in vertigo (one of the 
early and most constant phenomena of sinusitis), 
epileptoid attacks or unconsciousness; it may pro- 
duce serous meningitis, or, the serum affording a 
favorable culture medium, purulent meningitis, an 
abscess may develop within the brain, and finally. 
in the writer’s opinion, it may produce cerebral 
hemorrhage. An intraorbital disturbance may cause 
redness and swelling of the lids, an affection of one 
or more of the ocular muscles, protrusion of the 
globe from an edema which may go on to the for- 
mation of an orbital abscess, an induration resem- 
bling a malignant growth, retroocular neuritis; or 
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the trouble may be limited to one or more of the 
ocular tissues—ciliary body with paresis of accom- 
modation, uveitis, hemorrhagic neuroretinitis or 
retinal hemorrhage. The lesion may be located in 
the cornea-interstitial keratitis, an elevation of the 
epithelium by an edema that may go on to abrasion 
and resultant abscess. 


The physician has long since learned that it is 
not by drugs alone but by assisting nature, with 
diet, hygiene, etc., that he secures his best results. 
A prominent general practitioner once remarked: 
“We all know that nine out of ten of our patients 
recover no difference what drugs are used, as na- 
ture does the work.” Various ophthalmologists 
have said to the writer, “But we have cured similar 
cases by the ordinary treatment.” Granted, the ma- 
jority of cases do recover—some under this drug, 
others by that treatment—but only too many, in spite 
of any and all therapy, go on to partial or total blind- 
ness. This unfortunate “tenth” might, however, be 
rescued if the accessory sinuses were properly 
looked to in every case, instead of being so very 
rarely thought of, for, in the writer’s opinion, ac- 
cessory sinus disease is the chief cause of idiopathic 
or obscure ocular disease. If this therapy is cor- 
rect it should stand the crucial test of results ob- 
tained; the treatment, directed towards a relief of 
the cause, should succeed where other methods fail. 
It is in just such cases that the treatment of the 
sinuses achieves its most brilliant results, as the 
writer has learned both by a study of the literature 
and by experience. In twenty odd patients who 
underwent treatment as recommended, not only did 
every acute case respond by immediate arrest of the 
pathological process, but several patients who had 
been treated elsewhere and who came to me because 
of failure, also yielded to the treatment of the 
sinuses alone. For instance, three cases showing 
different corneal lesions will be cited; they also il- 
lustrate what is meant by a restoration of normal 
circulation by a drainage of the sinuses. 


Case]. Girl. In each eye superficial corneal ab- 
scesses. In the left eye fine, dusty particles in the 
vitreous ; vision reduced. Out of school three years ; 
continually recurring colds; condition always worse 
in winter; treated by ten specialists (Minneapolis, 
St. Paul, Chicago) ; subconjunctival injections of 
mercury had been used. The writer treated the 
sinuses last August in Chicago; she came to New 
York in November as the removal of granulated 
cauterized middle turbinate had been advised. She 
then had no injection, abscesses or vitreous parti- 
cles; vision normal. In February there had been no 
return of the corneal involvement. 


Case II. Woman. Entire cornea of each eye 
the seat of herpetic elevations of the epithelium; 
white cloud-like interstitial infiltrate deposit on the 
posterior layer from a cyclitis. In spite of treatment 
elsewhere for over two months the vision, worse 
from day to day, was finally reduced to counting 
fingers at five and eight feet, respectively. Internal 
and local medication stopped; forty-eight hours 
after treatment of sinuses vision equalled 1/20. 
Later it was gradually restored to normal. Inter- 
stitial keratitis due to sinusitis has been reported by 
Hoppe, Kohler and Vossius. This is the only case 
reported of interstitial keratitis restored to normal 
by a simple treatment of the sinuses. 


Case III. Left eye—deep corneal abscess ; hypo- 
pion (pus between the cornea and iris) ; iridocycli- 
tis; complete amaurosis, found later to be due to an 
optic atrophy. Germicides given elsewhere had been 
used for several weeks but without effect. Fourth 
day after treatment of the sinuses, no hypopion; 
eighth day, corneal abscess healed over. This is the 
first cure of a corneal abscess by a simple probing 
and syringing a sinus. Other cures by the external 
opening of a cavity have been reported by Des- 
brieres, Halasz and others; one by Mackenzie more 
than fifty years ago, which healed in five days. 

When endeavoring to learn the cause of the first 
corneal abscess mentioned, the one that started this 
line of investigation, inquiry as to the presence of a 
nasal catarrh elicited a negative answer. ‘This pa- 
tient returned a year later with a reinflammed eye 
and the statement that “the same old pain had re- 
turned.” Nasal examination then revealed a boggy 
middle turbinate and in the middle meatus a clear 
serous fluid. Treatment of the frontal sinus re- 
lieved both the inflammatory condition in the eye 
and the severe supraorbital pain—conclusive evi- 
dence that the entire trouble in the first place was 
caused by a frontal sinusitis. In the second case of 
corneal abscess there was no lagophthalmos and no 
nasal secretion, either past or present; the patient 
stated that a rhinologist had examined the nostrils 
at the patient’s request and had found nothing 
wrong. 

Investigation in regard to the pathogenesis of 
corneal ulcer has heretofore been pursued along the 
lines of determining the particular microbe and the 
manner in which the infection reaches the eye. In 
the cases in which a purulent rhinitis is noted the 
corneal lesion is considered secondary from an in- 
fection via the lacrimal apparatus. But we have all 
seen a long-standing dacryocystitis discharge a 
purulent secretion onto the normal cornea with im- 
punity; the microorganisms usually found in cor- 
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neal abscess are harmless under normal conditions ; 
the lacrimal secretion possesses germicidal proper- 
ties even for the staphylococci, as shown by Bach. 
It is not so much a question as to the route of en- 
trance or the guilty microorganism, as it was, what 
renders the cornea subject to infection by the vari- 
ous microbes that are harmless to the normal cor- 
nea? That a condition favoring invasion and infec- 
tion could result from a disturbed circulation of the 
blood or lymphatics is self-evident. To use a homely 
figure, a band about the leg retarding normal cir- 
culation would cause a condition in which infection 
would more readily supervene upon an abrasion. In 
many instances the corneal abscess and the purulent 
nasal secretion are but the symptoms of a sinusitis 
and they are wrongly held to bear the relationship 
of cause and effect. 

Treatment of corneal abscess consists of local 
applications. This treatment—various germicides, 
actual cautery, etc..—was employed on the corneal 
abscess in Case I and resulted in a long drawn- 
out, obstinate case, which finally healed of itself. 
Compare this result with that obtained in the sec- 
ond case, which presented a much worse condition. 
Drainage of the sinus restored normal circulation 
as shown by the abscess presenting a glistening 
facet on the eighth day, and by the rapid disappear- 
ance of all the edema and other evidences of a cir- 
culatory disturbance. Has any treatment of corneal 
ulcer ever been devised that is directed towards the 
restoration of normal circulation? 

A study of the character of the pain in these two 
cases is also interesting. Its appearance in the first 
instance from no known cause, and its relief, by 
sinus treatment, when it returned a year later, have 
already been mentioned. The second case suffered 
no pain at the time of the first visit, but he reported 
that there had been intense periorbital pain. 

After a study of many of my own and numerous 
reported cases, and after suffering intense paroxys- 
mal sinus pains in person, the writer is convinced 
that in many instances these pains, often “out of all 
proportion to the ocular inflammation,” are caused 
by sinusitis. Furthermore, we have all seen severe 
ocular congestion with no pain whatsoever. The 
case of herpes cornex, interstitial keratitis, and 
cyclitis had no pain with the exception of an occa- 
sional slight one at the root of the nose. The pains 
of sinusitis show the greatest variation both as to 
the intensity and the time of appearance. They may 
be excruciating or they may be absent entirely, and 
occasionally they appear as a late symptom. Corneal 
abscess has been know to result from “a cold in the 
head” ; this happened last year to a prominent physi- 


cian in a western city while hunting. It was pre- 
ceded and accompanied by excruciating pain in the 
head and resulted in panophthalmitis, requiring enu- 
cleation. Is there any explanation for such a condi- 
tion appearing after a cold in a healthy person, that 
is as plausible as the assumption of an accessory 
sinus disease? 

A case of involvement of the extraocular muscles, 
had been treated with electricity, strychnin and in- 
ternal medication in New Orleans, Little Rock and 
New York City. History of vertigo, unilateral dull 
feeling in the head, impaired sense of smell, severe 
left-sided nose-bleed, ptosis and gradually increasing 
deviation of the left eye—every symptom suggest- 
ing a sinusitis; but it had never been thought of. 
Nasal examination showed only an edema. At the 
first visit, partial ptosis, outward deviation of 42 
degrees as measured by the perimeter. Forty-eight 
hours after treatment of the ‘sinuses, ability to com- 
pletely raise the lid, deviation of but 17 degrees, im- 
proving later to ten degrees, when quarantine inter- 
fered with a second surgical treatment. This patient 
was seen later by Dr. Frank E. Miller. The ques- 
tion arises, if nature had brought about a drainage 
of the cavities, as is often the case, would the con- 
sequent cure of the muscular affection have been 
attributed to the internal medication, the strychnin 
or the electricity, or would any cf them have had the 
slightest effect? The immediate response in this 
case is characteristic of the treatment in sinus-ocular 
cases. This is the third case of involvement of an 
external ocular muscle seen by the writer since this 
line of investigation was undertaken, and in each 
instance the trouble was traced to a sinusitis. In 
the literature there are 30 sinus cases showing oculo- 
muscular affection, exclusive of those with total fix- 
ation of the globe from an enormous edema. Acces- 
sory sinus disease should be one of the first causes 
looked for in cases of an affection of the ocular mus- 
cles that is not due to ametrophia. 

The two following cases illustrate an intraocular 
circulatory ‘disturbance due to sinusitis, in each in- 
stance a propagation by continuity being excluded. 
The first one, reported two years ago, showed a 
serous exudate detaching the retina, with resultant 
reduction of vision to 1/10. Forty-eight hours after 
sinus treatment, complete relief from the severe 
pain, vision nearly 14, with restoration to normal 
three days later. In four other instances of retinal 
detachment due to sinusitis (Kuhnt, DeLapersonne, 
Brockhart, Hansell), reduction of vision persisted as 
drainage was not established early. The next case 
is considered by the writer to be the most interesting 
of his series. A young man accidentally discovered, 
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after an attack of influenza some ten days before, 
that his left eye was “nearly blind.” Vision reduced 
to counting fingers Io inches away, owing to a great 
heaping up of edema, tortuous vessels, retinal 
hemorrhages and, in the macular region, a condition 
resembling albuminuric retinitis. The outward ap- 
pearance of the eye and orbital region perfectly nor- 
mal; no ocular or periorbital edema, injection, red- 
ness, or swelling ; not the slightest pain, then or pre- 
viously, either spontaneous or on pressure; never 
any nasal discharge or epistaxis. The nasal exam- 
ination showed an absolutely normal condition—no 
secretion, no edema, not even hyperemia. This pa- 
tient had, it would seem, no symptoms whatever of 
sinusitis ; it is safe to say that any physician would 
have considered its diagnosis as absurd. Hale of 
Chicago, who saw this patient, remarked: “You do 
not think this case is sinusitis ; you’ll give him potas- 
sium iodid.” Attention was called to the sole symp- 
tom of sinusitis—a slight dizziness on leaning for- 
ward—and to a second one, according to the writer’s 
theory, the intraocular stasis, and the reply made: 
“The iodids can be given a few days later, let us 
first see what the probe will do.” On account of the 
changes in the macular region, a guarded prognosis 
was given. The third day, forty-eight hours 
later, the patient said, “Doctor, you were 
wrong, I can tell the time by the clock 
across the room.” The vision was 1/5, im- 
proving in a few days to 4%, when the patient 
stopped coming. The immediate disappearance of 
the retinal hemorrhages and the edema, manifesta- 
tions of a stasis, is an evidence of a restored normal 
circulation. This case is unique on account of the 
absence of every symptom of sinusitis, save the sole 
subjective one of slight vertigo on leaning forward, 
which of itself would never have led the patient 
to consult a physician. 

The cause of retinal hemorrhage, like other in- 
ternal eye trouble, is unknown. It has been held to 
be due to a disease either of the vessel walls, endar- 
teritis, or of the blood itself, but according to Am- 
mon “the blood examination whenever made gave 
a negative result.” It has been noted so often in 
connection with nose-bleed, a well-known symptom 
of sinusitis, that Panas has named it “intraocular 
epistaxis.” In 1895 Kuhnt reported four instances 
of unilateral hemorrhagic neuroretinitis due to sinu- 
Sitis; the only one who consented to an operation 
was restored to normal after opening the antrum, 
“without any treatment of the eye.” Other cases 
have been reported by DeLapersonne, Pishell, 
Paunz, and others. 


A transudate into the vitreous, an evidence of a 


disturbed circulation due to sinusitis, is shown in the 
following case. The patient with the corneal ab- 
scess and blindness of the left eye had a reduced > 
vision, 1/12, for more than four months in the right 
eye owing to vitreous opacities which classical treat- 
ment, pushed to salivation, had not affected in the 
least. One week after sinus treatment vision was 
\%4, improving later to 34, with ability to read “as 
good as ever.” Paunz recently reported an improve- 
ment in vision in a case of less abundant vitreous 
opacities, after opening the antrum. 

After a careful study of many personal oculo- 
sinus cases and those in the literature, the writer is 
convinced that the various ocular diseases, idiopathic 
or resulting from a localized circulatory disturbance, 
call for a treatment directed towards the sinuses, 
whatever the preceding condition or etiological fac- 
tor may have been. 

Measles.—Cases of sinusitis in connection with 
measles—exacerbation of a preexisting sinusitis— 
have been noted by Eversbusch, Kuhnt, Vossius, 
Belin, Maase, Depage and the writer; it has been 
noted at autopsy by Pierce and Martin; Harke in 
each one of six fatal cases found a purulent secre- 
tion in the accessory cavities; and Wolff obtained 
a like result in five cases. Hertel reported three 
cases of corneal abscess after measles; one patient 
recovered, one had both eyes enucleated and a third 
lost both eyes and died. The corneal abscess and 
the nasal discharge in each patient showed the pneu- 
mococcus. According to Hertel the cornea was 
not infected via the lacrimal canal; he excluded a 
metastasis by a microscopical examination; hence 
“the infection must have been carried to the eye by 
the fingers.” But, attention is called to the appear- 
ance of the corneal abscess during convalescence, 
the presence of the purulent nasal discharge and 
the immunity of the normal cornea from the pneu- 
mococcus infection. 

Erysipelas—In two personal cases of marked 
periorbital edema, redness, tense and shining skin, 
one case presenting slight protrusion of the globe, 
the symptoms disappeared immediately after syring- 
ing the cavities. It is not claimed that they were 
cases of genuine erysipelas, but one had been so 
diagnosticated and they would have passed muster 
as such, equally as well as several reported cases 
showing no fever or other constitutional symptoms. 
I do not think, however, that all the authors can be 
mistaken who report erysipelas due to sinusitis 
(Ziem, Hajek, Kuhnt, Grunwald, Picque, Demar- 
quay, Flatau and others), especially when it is re- 
membered that the streptococcus has been found in 
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Beevor and Buzzard, Heimann, Lindenthal, Belin, 
Wurdemann, and others; Lichtwitz says that it is a 


frequent habitant. 


In a few of the forty odd cases looked up by the 
writer the diagnosis of sinusitis would appear to be 
self-evident. In a case reported by Gasser—erysi- 
pelas about the left orbit, on the fourth day a flow 
of mucus from the nostril, pain in the temporal 
region, death on the sixth day—an ethmoiditis was 


‘ found at autopsy, which latter would seem to be 


wholly unnecessary to determine the diagnosis. 
Carl describes a case of unilateral orbital abscess, 
optic neuritis and blindness, following facial erysi- 
pelas, in which there was a continual purulent dis- 
charge from the corresponding nostril, noted as 
early as the seventh day. He congratulates himself 
on having the opportunity to note the changes in 
the fundus—as to the character of the process within 
the orbit “that is of no importance.” The study of 
the fundus in this case may be very interesting, but, 
from the patient’s standpoint, would it not have been 
better to have traced this mucopurulent nasal secre- 
tion to its source? A résumé by Nettleship of a 
case of blindness following erysipelas will serve to 
show the typical clinical picture and the course of 
this affection: redness and swelling of the inner cor- 
ner of the eye, much periorbital pain, considerable 
ptosis, limitation of movements, orbital fistula in the 
upper and lower lid, no perception of light, negative 
history. Although this train of symptoms is typical 
of sinusitis these case histories invariably fail to re- 
fer to a nasal examination. It is stated, however, in 
Nettleship’s case, that “several months before the 
attack he had for a considerable time a yellow dis- 
charge from the nostrils, sometimes offensive. This 
had quite ceased before the erysipelas, and there 
seems, therefore, very little reason for supposing 
that the orbital inflammation was propagated from 
the nose.” In this case the ocular symptoms fol- 
lowed the cessation of the purulent nasal discharge ; 
the condition had become a closed sinusitis ; its diag- 
nosis should have been suggested by the fistulz in 
the lids. 

As the ocular and cerebral complications of ery- 
sipelas are invariably considered to be secondary, the 
result of an invasion of the orbit or cranium by the 
erysipelas, the treatment is directed accordingly. The 
results of this purely local treatment are shown by 
the cases collected by Knapp. After excluding two 
cases with a history of trauma, of the remaining 34, 
three recovered normal vision, two had final vision 
of 1/5 in each eye, one lost useful vision (1/200), in 
each eye, thirteen were blind in one eye, four were 
blind in both eyes, and ten terminated fatally. 


In 1845 Riberi, who in two cases traced an orbital 
abscess to a sinusitis, said “intraorbital abscesses, 
observed at times after facial erysipelas, are not the 
result of the eryspipelas, but, on the contrary, they 
are the cause or place of departure.” In 1853 Zu- 
carini studied 17 cases of facial erysipelas compli- 
cating typhus; on determining at the autopsy an af- 
fection of the accessory cavities in one of three 
fatal cases, he directed treatment towards the sinu- 
ses in the other patients, with a favorable result. 
He concludes as follows: “The increased secretion 
of mucus within the sinuses, when drainage is in- 
sufficient, soon changes to a mucopurulent form; 
its resorption induces erysipelas, and the appearance, 
increase and subsidence of the erysipelas depend en- 
tirely upon a successful drainage of the cavities.” 
This: observation of Zucarini explains why there 
has been a restoration of normal vision in a few 
cases while the great majority, treated by equally 
expert ophthalmologists, terminated so fatally as to 
both vision and life. The dire results in many 
cases were due to the mistake of considering the 
cerebral and ocular phenomena as being caused by 
the erysipelas—the latter, as well as the other symp- 
toms, were but the main manifestations of a sinu- 
sitis, an entirely distinct process. 

Is there a text-book on diseases of the eye pub- 
lished to-day that mentions accessory sinus disease 
in connection with periorbital erysipelas? The near- 
est approach to it found, was the statement that the 
streptococcus is often found in the nasal discharge. 
Incision of an orbital abscess complicating erysipelas, 
or of an orbital phlegmon in general, could be 
avoided in most cases by a timely treatment of the 
sinuses, for these patients seek the ophthalmologist 
early, before the formation of the orbital abscess. In 
appendicitis the surgeon of to-day does not wait 
until fluctuation can be determined,. but he antici- 
pates it by a timely removal of the cause. 

Cerebrospinal Meningitis—In 1865 Knapp re- 
ported ten cases of ocular affection, iridocyclitis, 
due to cerebrospinal meningitis, nine of them lim- 
ited to one side; in only one case was there any vis- 
ion, counting fingers, after an operation, iridectomy ; 
in the other nine cases there was complete blindness, 
in one of them in both eyes. Since that time affec- 
tion of the accessory cavities in cerebrospinal menin- 
gitis has been reported by Wertheim, Weichsel- 
baum, Striimpell, Harke, Dreyfuss, Toubert, and 
Jacubasch and a coryza or purulent nasal discharge 
has been noted as an early symptom by Lord, Eng- 
land, Wolff, Kiefer and Eyster. Scherer, in all 
acute cases, 18 in number, found the diplococcus 


.intracellularis meningitidis in the nasal secretion. 
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At the meeting of the American Ophthalmological 
Society, 1897-8, Wadsworth reported panophthal- 
mitis due to cerebrospinal meningitis, and Cheatham 
saw “many cases of loss of vision during and follow- 
ing an epidemic in Kentucky in 1899.” Scherer, 
Weichselbaum and others hold the nares to be the 
point of entrance, and the writer considers the ocu- 
lar symptoms to be an evidence thereof. 

Influensa is responsible for hundreds, possibly 
even a thousand cases of ocular disease reported 
since the epidemic of 1890, many of them resulting 
in loss of vision or total destruction of the eye. To 
cite cases as proof that influenza causes accessory 
sinus disease is unnecesssary. It was universally 
known, and Weichselbaum announced early in 1890, 
that a sinusitis was found to be “almost constant 
at the autopsy.” The writer has looked up in the 
original the greater share of the papers by the 150 
authors cited by Groenow, and has failed to find a 
single case wherein the ocular trouble was traced 
to accessory sinus disease. In the literature, how- 
ever, were found some 20 influenza-ocular cases 
traced to a sinusitis; five being determined at the 
autopsy, two of them (Ewald and Desbrieres) diag- 
nosticated before death. Nine cases showed orbital 
abscess, some with fistule; the cases by Pooley- 
Toeplitz, De Lapersonne, Jansen, Axenfeld and 
Paunz were diagnosticated before operation. There 
were possibly 200 instances of corneal involvement 
but the first one to be traced to a sinusitis was re- 
ported by Possy last year. Other cases have been 
reported by Bosworth, Kuhnt, Pishell and Wurde- 
mann; the last three authors noting an intraocular 
involvement. In twelve or fifteen influenza-ocular 
cases, the writer traced the ocular lesion to an acces- 
sory sinus disease in every case, save one of cyclitis 
and large serous choroidal exudate. The patient, 
seen but once, telephoned that he had decided to re- 
turn to his former oculist, probably because he had 
been given no drops or medicine, the treatment 
being limited solely to the edematous nostrils. 

Complications on the part of the eye, appearing in 
the course of or during convalescence after Scarlet 
Fever, Diphtheria, Whooping-Cough, Typhus, Small- 
Pox, Tuberculosis, Typhoid Fever, Pneumonia and 
other diseases, are attributed to a metastasis, a tox- 
emia, or a reduced vitality of the tissues. Uhthoff, 
in a study of 253 cases of infectious optic neuritis, 
states that the optic neuritis “generally appears dur- 
ing convalescence.” This is often the case with 
other ocular troubles following various diseases. 
Does this fact argue in favor of the theory that they 
are due to a reduced vitality of the tissues or an 
altered nutrition? In fevers and the infectious dis- 


eases the accessory cavities are very apt to become 
primarily involved. The empyema often assumes a 
chronic form and may manifest no serious symptoms 
until long afterwards. In 37 autopsies, in cases of 
typhus, pneumonia, influenza, erysipelas and menin- 
gitis, Harke found a purulent secretion in the ac- 
cessory sinuses 31 times. In some of the cases, it is 
true, the condition was preexistent. Wertheim 
found double empyema 13 times in 27 cases of fatal 
infectious diseases. An affection of the accessory 
sinuses in these various diseases accounts for the 
appearance of meningitis; in the instances of meta- 
static choroiditis, panophthalmitis, etc., that fre- 
quently pursue so benign a course, it explains their 
pathogenesis—a localized circulatory disturbance, 
resulting in a serous transudation, which furnishes 
a favorable culture medium for the microorganisms, 
which, according to Weichselbaum, are present in 
the circulation during the acute stage. 

In many cases of ocular affection due to Syphilis, 
in addition to the classical treatment, the accessory 
sinuses should receive attention. Nasal and sinus 
disease induced by syphilis is universally known. 
Instances of blindness accompanied by a syphilitic 
nasal discharge can be cited. Desmarres in 1853 
called attention to the frequency of orbital abscess 
from the tertiary affection of the sinuses. Licht- 
witz gives as a reason for the failure to recognize 
disease of the sinuses: “If the attack is slight, it is 
called a simple cold in the head. If it occurs dur- 
ing any fever, diphtheria, typhoid, scarlatina, 
measles, grippe, pneumonia, etc., the sinusitis is un- 
noticed in the midst of the general symptoms and is 
only found at the autopsy.” According to Lag- 
leyze (Buenos Ayres): “The sinus origin of an in- 
flammation of the organs contained in the orbital 
cavity is often unrecognized, because the physician 
does not pay sufficient attention to the symptoms, 
and the specialist for the eye does not possess a 
knowledge, indispensable, of things nasal, dental, 
etc.” 

A study of the literature shows that an affection 
of the optic nerve can result from about fifty dif- 
ferent conditions. This great number of causes 
in itself but shows our ignorance of this question. 
How many of these hypothetical causes would be 
eliminated by the proper examination of the sinuses 
in every case, can only be conjectured. There is, 
however, one cause on which all authorities, ancient 
and modern, are a unit: namely, “a cold.” Hippo- 
crates, before the dawn of the Christian era, wrote 
“Ophthalmia following inclement weather or from a 
catarrh, if accompanied by a longstanding head- 
ache, is apt to terminate in blindness.” The ancients 
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often speak of blindness following a suppressed 
perspiration. Elschnig, Handel and others consider 
a cgld to be a frequent cause of optic neuritis. 
In the literature are numerous cases of many differ- 
ent kinds of eye disease following, or aggravated 
by, a cold, but the men who have identified this 
“cold” with sinusitis are few and far between— 
Ziem, Kuhnt, Lichtwitz, Lagleyze, Posey and possi- 
bly a few others. In a case of double retrobulbar 
optic neuritis, following a cold, seen last August 
with Black of Milwaukee, early treatment of the 
sinuses improved the vision from 1/10 to 1/3 in 
forty-eight hours’ time, with restoration to normal 
soon after. From a recent review of the case his- 
tory, it was learned that a relapse occurred, which 
was successfully treated by Dr. Black. This is the 
first case to be reported of restoration to normal of 
a double retrobulbar optic neuritis, by the sole treat- 
ment of the sinuses. In a similar case, referred by 
Dr. Brosnan, the vision, fingers at six and eight feet 
respectively, showed immediate improvement with 
a restoration to nearly normal (2/3), when the 
patient, an indifferent ignorant woman, ceased com- 
ing; but it was later learned that “her sight was 
all right.” The sole therapy was drainage of a 
mucopurulent secretion from the frontal sinuses. 
Failure to discover a sinusitis is not only respon- 
sible for many cases of blindness but also it has 
often led to the mistake of attributing a casual 
relationship to two sets of symptoms that can result 
from a sinusitis. It has already been mentioned that 
vertigo, epileptoid attacks, paresis of an ocular mus- 
cle and cephalalgia can be induced by sinusitis, and 
these symptoms may suggest an intracranial affec- 
tion as being the primary lesion; further, a double 
sinusitis with resultant optic neuritis can mimic per- 
fectly a brain tumor or a meningitis. In a case of 
double optic neuritis by Remak, with initial symp- 
toms of “severe headache, marked nasal catarrh and 
several attacks of unconsciousness,” the optic neu- 
ritis was attributed to the epileptoid attacks. A case 
of hopeless blindness in each eye of a young lad 
Herron accounted for by a “limited meningitis.” 
He had hemorrhagic neuroretinitis; oculomotor 
paresis ; excruciating pain, paroxysmal in character, 
during a period of several months; and “a long- 
standing catarrhal trouble entirely checked without 
treatment since the second week of his illness.” In 
a case of double blindness Mackenzie was compelled 
to ignore an affection of the left external rectus in 
determining the location of fa cerebellar tumor ; the 
history states that the patient had a pronounced 
post-nasal catarrh. Many of the cases of partial 
or total loss of vision due to a flow of cerebrospinal 


fluid through the nostril are unrecognized cases of 
sinusitis, as shown by their case histories and by 
Deutschman’s explanation, according to Berg, of 
their pathogenesis: “The inflammatory matters of 
the stagnant lymphatic currents in the frontal or 
sphenoidal sinus penetrate into the subdural and 
subarachnoid spaces and their ramifications, which 
accompany the optic and olfactory nerves.” This 
hypothesis is probably the result of the so generally 
accepted belief that an optic nerve affection is nec- 
essarily of central origin. 

Boserius, in 1785, in referring to the discharge of 
limpid phlegmn from the nostrils, either in a con- 
tinuous flow or on the evacuation of some sinus, 
says: “The ancients were mistaken in saying that it 
was a humor discharged from the brain into the 
nose.” Hanke reported last year the following: 
A young man, in 1897; double retrobulbar optic 
neuritis ; usual treatment, sweating, potassium iodid, 
dark glasses, etc.; useful vision lost in each eye— 
counting fingers at one meter. Seven years later 
Hanke saw this patient’s brother; he had the same 
disease, same treatment, and a like result. In each 
case the trouble was accompanied by vertigo, head- 
ache, etc. One patient’s occupation exposed him to 
a draught. The other furnishes a beautiful example 
of partial blindness due to a “suppressed perspira- 
tion,” the type so often spoken of by the ancients. 
Why call such cases “hereditary optic neuritis, dor- 
mant in character, aroused by a cold,” even though 
many of the ancestry should have been blind? In 
the case of these two brothers, however, there had 
been no blindness in the family. 

Optic neuritis appearing at the time of puberty 
or with menstrual troubles is generally attributed 
to anemia or chlorosis. Reigel held a double optic 
neuritis with retinal hemorrhages to be due to a 
chlorosis, although the patient had ozena. In a case 
“simulating a brain tumor,” reported by Engelhardt, 
the patient, totally blind for months and racked by 
the most frightful tortures, with long intervals of 
relief from her cephalalgia, wasted away and finally 
died at the end of a year from sheer exhaustion. 
The diagnosis of “optic atrophy due to chlorosis” 
was made—at the autopsy, on failure to find the 
looked-for intracranial tumor. Engelhardt acknowl- 
edges that anemia would not explain the attacks of 
vertigo and the epileptoid crises, so they were at- 
tributed to “hysteria.” He further admits that 
anemia does not cause the excruciating pain, but “it 
has been noted that cases of optic neuritis due to 
anemia are generally accompanied by intense head- 
ache.” Another symptom attributed to hysteria in 
this poor patient was total anosmia, loss of the 
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sense of smell. This symptom, noted the first day 


and throughout the clinical course, should have 


directed attention at once to the sinuses, but it passed 
unnoticed by all who had seen her. In 1779 Blu- 
menbach reported a case of loss of sense of smell, 
vertigo, frightful pains in the head, “often so severe 
she trembled and would nearly lose consciousness” ; 
the condition of a year’s duration was attributed by 
many physicians to “hysteria due to menstrual trou- 
bles”; after a profuse discharge from the frontal 
sinuses every symptom disappeared and the olfactory 
sense returned. These intense pains are not caused 
by the anemia, nor by the optic neuritis. If anemia 
per se caused optic neuritis, how numerous would be 
the cases! 

It has long been known that sinusitis could cause 
optic neuritis; still in not one of the thirty or forty 
cases of “blindness or optic neuritis due to chlorosis 
or anemia,” looked up in the original by the writer, 
was a reference found to sinusitis. A failure to look 
for it renders the diagnosis in these cases, usually 
arrived at by exclusion, subject to criticism, espe- 
cially as the reported cases of optic neuritis due to 
sinusitis, exceed in number those credited to anemia. 
Although the writer has found but four other 
authors—Riberi, De Lapersonne, Schafer, Redten- 
bacher—who mention an aggravation of the symp- 
toms of sinusitis at the time of the menses, still this 
was so marked in some personal cases, appearing 
regularly previous to treatment and ceasing there- 
after, that I am convinced of its reliability. Two 
years ago this was suggested, as the probable deriva- 
tion of the term “hysterical asthenopia.” 

The hypothesis that an effection of the sinuses, 
primary or a lighting up of a latent condition 
through occlusion of the openings by the congested 
mucous membrane, is the cause of the ocular trou- 
ble in female life, offers the best solution of this as 
yet unexplained problem. 

As far as known, the only report ever made, giv- 
ing the results of nasal examination in every case of 
chronic iridocyclitis, is that of Senn and Spirig. In 
21 patients examined 14 showed a pathological con- 
dition in the nostril, varying from an atrophic rhini- 
tis with scabs, crusts, etc., to the severest form of 
ozena. That a sinusitis existed in a great majority 
of these 14 cases there can be no doubt; the occa- 
sional aggravation of the ocular symptoms is, in the 
writer’s opinion, an evidence thereof. Nothing is 
said in regard to the nasal condition of the seven 
others and, as an accessory sinus disease was not 
diagnosticated in one of the 14 cases showing an 
intranasal pathological condition, it cannot be ex- 
cluded in any of the seven negative cases. Senn 


further reports that during this term of five years, 
in six other cases of beginning uveitis (vitreous 
opacities, acute and subacute iridocyclitis, iritis and 
retinitis) he found some form of nasal disease: 
ozena, etc. 

A person, with one eye lost from an antecedent 
inflammatory condition or injury or the presence of 
a foreign body, may at any time have inflammatory 
or asthenopic symptoms in the other, due to a sinu- 
sitis. This condition can readily be mistaken for a 
sympathetic ophthalmia, often one of the most hope- 
less conditions with which we have to contend, as 
witnessed by only too many cases of blindness re- 
corded in the literature. From the frequency with 
which the writer has found a uveitis to be due to 
accessory sinus disease, he is convinced that many 
of these pitiable cases are due to a misguided ther- 
apy. There are only two reported cases of enucle- 
ation on account of a supposed sympathetic ophthal- 
mia traced later to a sinusitis: one by Ziem showing 
an inflammatory condition, the other by the writer 
presenting the irritative stage. It is unnecessary to 
add that the enucleation was without result in either 
instance. Not many cases, it is true, with which to 
support this hypothesis, but if the sinuses are never 
examined in this condition how is their involve- 
ment to be determined? 

A thrombosis of the ophthalmic vein or one or 
more of the intracranial sinuses has been found at 
the autopsy to be due to an accessory sinus disease 
in probably a dozen cases. In the literature one 
finds many cases of some ocular involvement held 
to be due to a thrombosis of the ophthalmic vein 
or one of the venous sinuses, as well as many cases 
with a clinical history of periorbital edema, etc., 
in which the thrombosis of the ophthalmic vein 
or one of the venous sinuses was determined 
at the autopsy and held to be the primary 
lesion—no thought of and no examination of the 
neighboring accessory sinuses for the probable ori- 
gin of this thrombosis. From the frequency with 
which this condition is reported one must con- 
clude that the ophthalmic vein is evidently consid- 
ered to be a predilectional place for a thrombosis. 
the same as the optic nerve is held to be a predi- 
lectional place for the toxemia of influenza. 

Ziem in 1893 advised an examination for a nasal 
or antral edema in every case of glaucoma, yet 
there has been but one authentic case reported 
showing relief from an acute attack by treating a 
sinus. This was a case of De Lapersonne and Paquet 
which appeared during an aggravation of a chronic 
empyema following closure of an aveolar opening. 
Owing to an old neuroretinitis, due to the empy- 
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ema, the vision was nearly lost. There was no oc- 
clusion of the angle. On the appearance of the 
acute attack sclerotomy was performed, without 
result; after drainage of the antrum the intense 
pain, increased tension, etc., disappeared and the 
vision improved. In a personal communication 
De Lapersonne mentions a case recently seen of 
acute, primary glaucoma due to maxillary sinusitis. 
The writer has ready to report three patients with 
glaucoma, primary and secondary, all of whom 
brought the diagnosis with them; each one was 
traced to a sinusitis. One case of simple chronic 
glaucoma was first seen last December: Man, 51 
years old. Influenza three years before. Pain in 
the head. Gradual failure of vision. Left eye 
blind ; right, vision with correction, 1/3. Entire ob- 
literation of the nasal field ; temporal field contracted 
to 35°. Each disc shows a cupping. Left nostril 
edematous, right completely occluded by polypi, no 
secretion. An involvement of some sinus evident 
on the most superficial examination. The patient 
was instilling daily pilocarpin in the right eye; its 
discontinuance was foliowed at once by an acute 
attack of glaucoma. His clinical card reads, glau- 
coma. He had visited three different clinics in the 
city; the nostrils had never been examined. The 
polypi and hypertrophied tissue were removed from 
the right nostril; and an enlarged ethmoidal bulla 
opened. The old pains in the head ceased entirely, 
the vision improved to 10/12 slowly; the nasal field 
improved to 80°. No pilocarpin has been instilled 
for nearly a month. The external appearance is 
normal; not the slightest injection has been present 
at any time; and the pupil is normal and active.* 
According to Trousseau one-fifth of the blind- 
ness in France is due to glaucoma, nine-tenths of 
the cases being of the chronic form. He further 
says, “the treatment of chronic glaucoma is still 
very rudimentary and an operation not only often 
fails to give relief but may render the condition 
worse.” Are the accessory sinuses ever thought of 
in cases of glaucoma? Optic neuritis is accountable 
for another fifth of the blindness. This high ratio 
would seem to show that the usual treatment of 
optic neuritis (potassium iodid, sweats, dark glasses, 
etc.), is also “still very rudimentary.” Mendel, the 
only man found in the literature who looked for a 
sinus origin in every crse of optic neuritis, reported 
in rgor that four out of seven successive cases were 
traced to a sinusitis. As nothing is said as to the 


* During the rainy weather of Sunday and Monday (the day this 
paper was read) the patient said he contracted a cold which affected 
the eye—vision slightly reduced, pupil not so active, no injection, 
possible increase in tension. The patient, however, was demon- 
strated at the meeting; he has since sent me word that “he is all 
right.” 


nasal condition in the three remaining cases it can- 
not be determined in how many of them a sinusitis 
was excluded by a negative nasal finding. One of 
his cases of complete blindness had light perception 
the day following drainage of an ethmoiditis, the 
vision gradually improving to 3/5. Of twelve suc- 
cessive personal cases of an affection of the optic 
nerve, including Black’s, eight were traced to a 
sinusitis, as shown either by the results of the treat- 
ment or by the clinical history supported by the in- 
tranasal evidence thereof. Are the accessory sinuses 
properly examined in one per cent. of the cases of 
optic neuritis? 

A German professor once told the writer that 
“most cases of retrobulbar optic neuritis are due 
to a cold. No use to treat them; the majority get 
well of themselves,” which means that whether 
treated for syphilis, rheumatism or anemia, by the 


physician or charlatan, most cases will recover with 


more or less perfect vision and be grateful to their 
doctor. But many of the unfortunate exceptions 
might be saved if the proper treatment were directed 
toward the accessory sinuses. 

The writer is averse to intranasal operation dur- 
ing the acute stage as the tomponade, post-operative 
congestion, clotting of blood, etc., sometimes ag- 
gravates the ocular condition. Furthermore, even 
though surgical interference may relieve one cavity 
the above post-operative conditions may serve to 
occlude one of the others, which may also have been 
primarily affected. Intranasal treatment will gen- 
erally establish drainage and relieve the acute con- 
dition ; surgical interference can be undertaken later. 
The finding of a purulent secretion on making an 
external opening of one cavity may lead to a neglect 
of the others, as has been shown at the autopsy. 

38 West Tuirty-FIFTH STREET. 


THE SYPHON IN ACUTE SUPPURATION OF THE MiIb- 
DLE Ear. 


The advantages claimed for the middle ear syphon 
are: (1) It can be used at once, without pain or 
irritation. (2) It evacuates the foreign material 
from the middle ear and accessory cavities. (3) It 
removes foci of infection from around the ossicular 
articulations and foot of the stapes and other se- 
questered points which are invulnerable against 
other methods. (4) Its action can be regulated 
and as much or little force applied as desired. 
(5) It relieves congestion and conduces to prompt 
and permanent recovery.—Percy R. Woop, in the 
Towa Medical Journal. 
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CANCER OF THE BREAST. REMARKS ON 
THE NECESSITY FOR EARLY, RADI- 
CAL OPERATION. 

By J. CLark Stewart, M.D., 


Professor of the Principles of Surgery, Medical Depart- 
ment of the University of Minnesota, 


MINNEAPOLIS. 


It is admitted by all surgical authorities that at 
least twenty-five per cent. of the average run of 
cases of cancer of the breast can be cured by a 
radical surgical operation. If I were to venture a 


guess I should say that not over five per cent. of the - 


cases Of mammary cancer occurring in Minnesota 
or in other States, outside of the clientele of a few 
great hospitals, are cured. The others of the curable 
twenty per cent. are allowed to die by neglect or are 
condemned to die by bad operative procedures. 

The responsibility for this state of things is di- 
vided between the non-operating general practi- 
tioners, and those who operate without being quali- 
fied or willing to perform the extensive surgical pro- 
cedure necessary for success against malignancy. 

The general practitioner fails to make early diag- 
nosis and refer his patients to skilled men, and often 
becomes honestly skeptical as to the results of any 
surgical treatment of cancer on account of his per- 
sonal observation of the results of poor operating 
on good cases, and of good operating done too late. 
The laity shares his prejudice and, aided by the long 
list of irregular cures which do not cure, but which 
are exploited as better than surgery, they condemn 
the knife and turn to the surgeon only when it is 
too late for relief. 

The remedy for this state of things is education, 
first of the profession, until no practitioner can hon- 
estly doubt the surgical curability of cancer of the 
breast, and until untrained operators will no longer 
attempt operations where success does not depend 
upon asepsis and prompt wound healing but upon 
the systematic performance of a carefully planned 
operative procedure and the meeting of emergencies 
as they arise—the prime condition being not rapidity 
or cosmetic effects but the thorough removal of all 
diseased tissues in a manner shown by experience to 
be most successful; and, second, the laity must be as 
carefully and thoroughly instructed on this subject 
as it has been upon appendicitis and gall-stone dis- 
ease, ailments with only a small probable mortality 
as compared with cancer, where every untreated case 
must pass through years of suffering to a lingering 
and horrible death. 

All breast tumors in women over thirty should be 
promptly referred to a surgeon, as the great major- 


ity of such tumors will prove to be malignant, and 
successful treatment will often depend upon making 
an operative diagnosis by an exploratory incision, 
before cancer can be demonstrated by any form of 
physical examination. 

Once teach the women of the land that any inno- 
cent appearing lump in the breast is likely to be a 
cancer, and convince them that early operation af- 
fords a fair chance and the only one of a cure, and 
our operative results against this disease will be im- 
mensely improved. Secrecy on the part of the pa- 
tient, backed up by indifference or ignorance on the 
part of the general practitioner, has caused the death 
of countless sufferers from mammary cancer. No 
practitioner has the right to be either ignorant or 
indifferent, or to exploit personal views contrary to 
well established facts, for by so doing he unthink- 
ingly assumes an awful responsibility for the lives 
of those of his patients having cancer of the breast, 
who might attain cure if properly advised. 

The following table gives the percentages of oc- 
currences of the various breast diseases, by decades, 
compiled from some thousand cases observed in the 
Massachusetts General Hospital by J. Collins War- 
ren and in the Johns Hopkins Hospital by Blood- 
good: 


TABLE OF Breast Tumors. 
PROPORTIONS, AND AGES BY DECADES. 


Johns 
Mass. Age. Hop- 
Gen. kins 
Hosp. Hosp. 
Jo, 20 30 40 50 60 70 8% % 
Carcinoma ...... 68 .. 12 60 7o 85 92 100 72 
Fibro-cyst- 
Papillary cyst- 
Diffuse hyper- 
Abnormal involu- 
Chronic infective 
Miscellaneots ... 6 r 1 .. @ 7 


This table shows sixty-eight and seventy-two per 
cent., respectively, of all cases of tumors of the 
breast observed in these two large hospitals to have 
been cancer, while twenty per cent. more were fibro- 
epithelial tumors and abnormal involution, both of 
which conditions often furnish a starting point for 
adeno-carcinoma. 

The table also shows that so large a proportion 
of these conditions occurs in patients of thirty years 
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or older that practically all tumors occurring in the 
breasts of women of this age can properly be consid- 
ered as cancer and so treated. All such cases should, 
on discovery, be at once submitted to an exploratory 
operation, and the exact pathologic diagnosis made 
at the operating table by naked eye examination or 
by microscopic examination of frozen sections, and 
the operation then completed according to the diag- 
nostic findings. In the purely benign fibromata, 
myxomata and a few cysts, the removal of, the tumor 
will suffice, while in the more epithelial adenomata 
and in abnormal involution, amputation of the breast 
is probably the best procedure. In the infiltrating 
adenomata, adeno-carcinomata and all carcinomata 


Fig. 1.—Case 1. Neglected medullary carcinoma of breast. 


proper, no matter how small, a complete, radical 
operation must be done. 

All radical operations against malignancy must 
embody certain definite indications. These are the 
removal of the tumor with a sufficient amount of the 
surrounding tissues to ensure the removal of all 
outlying infiltrations, the removal of the neighbor- 
ing lymph-nodes and their connecting lymphatics 
without section, and the closure of the wound for 
primary union, using Thiersch grafts ifthe loss of 
skin makes this necessary. The radical breast oper- 
ation beautifully fulfils all these conditions, and 
when done early it affords a high percentage of 
cure. 

There are several forms of this procedure, but all 
unite on certain points which are imperative if good 
results are to be obtained. These points are often 
in part violated by skilled surgeons, sometimes with 
impunity, but in a series of cases with regularly 
disastrous results. 


These essentials are :— 

1. The removal of the breast without disturbing 
its attachments to overlying skin or underlying 
fascia and muscles, which means that all the skin 
covering the breast must be sacrificed. 

2. The removal of the pectoral fascia and both 
muscles still attached to the breast. 

3. The removal of the axillary lymph nodes, fat, 
etc., by a clean dissection. 

4. The avoidance of any cross section of infil- 
trated tissues and especially of the lymphatics lead- 
ing from the breast to the axilla, this being a pre- 


* caution necessary to avoid the not rare local im- 


plantation of cancer during operation. 
5. Perfect hemostasis. 
6. Wound closure and healing by first intention 


Neglected endothelioma of breast. 


Fig. 2.—Case 2. 
—utilizing Thiersch grafts if necessary, as is gener- 
auy tne case where the operator does not err by try- 
ing to save too much skin. 

Halsted was the first American to systematize 
this operation and to teach the profession the re- 
markably good results which could be attained by 
its use, and these results have not as yet been sur- 
passed. His original operation has never become 
popular, largely on account of the time and skilled 
assistance needed to perform it as done by him, and 
other methods embodying the same essential points 
have come into more general use. Prominent among 
these is the operation of Willy Myer of New York. 
This differs from the Halsted operation mainly in 
the primary incision and in the fact that the dissec- 
tion begins at the axilla, the breast being removed 
last, thus avoiding the multiple ligations of the same 
vessels, which so lengthen the Halsted procedure. 
The tissues removed are the same in both, but an 
average operator, with ordinary assistance, can eas- 
ily.do the Meyer operation in one-half the time 
needed for the Halsted. 

Mutilation and.subsequent disability are often 
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urged against these operations, but this is only an 
argument against poor technic, for either procedure 
will give a useful and very little disabled arm if the 
original incision is properly located and the dress- 
ings are so adjusted as to-obtain proper healing. 
Swelling of the arm after convalescence is a trouble 
rarely seen except in the patients of surgeons who 
do a good deal of blunt dissection in the axilla, and 
in cases with early axillary recurrence. To avoid 
this complication from pressure of scar tissue, 


Murphy has recently proposed to preserve a portion | 


of the pectoralis major and suture it across the 
axilla and so protect the great vessels. 

The results of these radical operations are wonder- 
fully good when one considers the lateness at which 


Fig. 3.—Case 3. Showing skin recurrences after incomplete 
operation. 


the patients treated have sought surgical aid. There 
is practically no individual operation mortality, the 
few deaths recorded arising from conditions inci- 
dent to any operation—anesthetic accidents, sepsis, 
etc. 

In all statistics of malignancy a non-recurrence 
after three years has been considered a cure, it being 
understood that there is a small number of later 
recurrences which will slightly reduce the percent- 
ages given. Halsted’s first series of cases reported 
gave forty-two per cent. of non-recurrence at three 
years, and his later statistics are fully as favorable. 
Willy Meyer reports twenty-six per cent. well at 
four years. J. Collins Warren reports twenty-six 
per cent. in his whole series of cases and subdivides 
according to pathologic diagnosis, stating that 
Paget’s disease of the nipple and colloid cancer have 
given one hundred per cent. of cures, adeno-car- 
cinoma sixty-six per cent., scirrhus forty-three per 
cent., while medullary cancer gives only seven per 


cent., which is strictly in relation to the known com- 
parative malignancy of these forms. 

Case 1. Medullary carcinoma of breast. Came 
into my City Hospital service in the condition shown 
in photograph. (Fig. 1). Condition due partly to 
personal secrecy about disease, but largely to bad 
medical advice, postponing entrance into the hos- 
pital. Radical operation done purely as a pallia- 
tive measure. 

Recurrence and death within one year. 

Case 2. Endothelioma of breast. (Fig. 2.) Pa- 
tient had noticed tumor for six months, but was told 
by the only physician in a town within thirty miles 
of Minneapolis that it was only a manifestation of 
the change of life, and a greasy application was or- 
dered. 


Fig. 4—-Case 4. Recurrences in skin that should have been removed 
at operation. 


Breast amputated to prevent open ulcer. Died 
within six months of lung metastases and multiple 
recurrences in glands and in the other breast. 

CasE 3. This patient was operated upon early by 
a general practitioner in a southern Minnesota town 
of 6,000, merely the breast being removed by a 
transverse incision. She was told that there was no 
danger of recurrence and that she need not look for 
any or pay any attention to any lumps that might 
appear. Her condition as shown by photograph 
(Fig. 3), is that of recurrence in the axillary lymph 
nodes, in the scar and in the skin and subcutaneous 
tissue below the scar. She also had deeper metas- 
tases. 

This operator certainly condemned the patient to 
a sure death when he did the original imperfect 
operation, and especially when he added such crim- 
inally bad advice as to the future. 

Case 4. The photograph of this case (Fig. 4) il- 
lustrates the common mistake of not removing 
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enough skin, a fault that most operators commit to a 
greater or less extent. Here, after a complete dissec- 
tion of the axilla and removal of pectoral muscles, 


| 


Fig. 5.—Case 5. 
recurrence has taken place after a year in the form 
of multiple skin nodules, mostly in skin that ought 
to have been removed by the original operation. 


Adeno-carcinoma of breast; delayed operation. 


Showing free 


Three weeks after operation. 
mobility of the arm. 


Fig. 6.—Case 5. 


The temptation to close these wounds without 
grafting is responsible for many recurrences after 
otherwise well performed radical operations. 


of the breast. 


. 


Case 5. A case of delay before operation, for- 
tunately deprived of probable bad results by the 
nature of the growth, an adeno-carcinoma. (Fig. 
5.) This case came into my City Hospital service 
and a radical operation was performed without the 
sacrifice of the skin over the lower and inner part 
The microscope showed an adeno- 
carcinoma just at the axillary edge of the breast. 
The nearest lymph nodes along the thoracic wall 
were involved, but those along the axillary vein 
were healthy. 

The second picture (Fig. 6), taken three weeks 
after the operation, shows the free mobility of the 
arm at that time. 

Summary: Cases of cancer of the breast are 
neglected and badly advised because many of the 
profession do not admit, or do not know, the facts 
as to the curability of this disease by operation. 

The only remedy is a campaign of education of 
both the profession and the laity. 

All tumors in the breasts of women over thirty 
should be considered and treated as cancer until 
proved benign. 

Incomplete operations, except for palliation, are 
criminal. 

Well performed radical operations save certainly 
twenty-five per cent. of the victims of this dread 
disease. 


LeEucocyTosis IN APPENDICITIS. 


Leucocytosis where irritation 
and fever is present will exist; whereas in the toxic 
conditions, which are not accompanied by irritation, 
leucocytosis will be absent. Leucocytosis is only 
present when an irritating toxin is absorbed, and 
in these cases it is alone of diagnostic value. 

This irritating toxin may be the evidence of an 
acute inflammatory and suppurative process. In this 
instance a marked leucocytosis is a signal of danger. 
A suppurative process if slow, and therefore less 
acute, may have time to surround itself by fibrous 
tissue, and as the process develops, being retained 
within a capsule as it were, there is less absorption 
of toxins and therefore less leucocytosis. Leucocy- 
tosis may be slight or absent, although an extensive 
suppurative process may exist; a dangerous abscess 
may exist ready to burst at the spot of least resist- 
ance, to be soon followed by general peritonitis ; and 
till, owing to its lack of reaction and isolation, suffi- 
cient toxins are not absorbed in the general system 
to give the danger signal through leucocytosis.— 
Ernest LapLace in Medicine. 
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ETHER NARCOSIS BY RECTUM. REPORT 
OF CASES.* 


By J. A. Stucky, M.D. 
LEXINGTON, KY. 


To those who do surgery of the nose, throat, and 
accessory cavities, the gravity and annoyance of an 
anesthetic by inhalation is often of greater moment 
than the operation itself, and any form of surgical 
anesthesia which lessons this gravity and annoyance 
is hailed with delight. 

The method of producing ether narcosis by the 
rectum is by no means a recent discovery. As far 
back as 1847 it was mentioned in Pirogoff’s book, 
but it excited little interest. In 1884 it was men- 
tioned by Mollier, who followed the suggestion of 
Dr. Alex Yversen of Copenhagen. In the same 
year Hunter reported six cases, Weir seven cases 
(in the service of Dr. William T. Bull), Wanscher 
twenty-two cases, and Post three cases. Since that 
time, however, there has been scant reference to 
this method, which seemingly met with disapproval. 

In the four cases I shall report, in which exten- 
sive operations were performed under ether anes- 
thesia by the rectum secured by Cunningham’s 
method, my experience has been so eminently satis- 
factory that I prefer to quote almost verbatim 
from Dr. Cunningham’s paper in describing the 
method used, which was followed with slight 
change. 

Advantages.—It is obvious that a free and con- 
tinuous access to the field of operation is a great 
advantage to the surgeon. In operation upon the 
head, face, mouth, nose, throat, eye, ear or neck 
the absence of the ether cone not only lessens the 
technical difficulties of the operation, but also min- 
imizes the chances of sepsis and lessens consider- 
ably the time necessary to perform the operation. 

The patient passes under the influence of the drug 
rapidly and with no sense of suffocation; less ether 
is used, not only in producing the narcosis, but in 
maintaining it; the stage of excitement is lessened 
or absent; the ether recovery is more rapid, and 
the disagreeable after-effects of inhalation ether 
narcosis are diminished or absent. 

The employment of this method of etherization 
in diseases of the lungs, especially tuberculosis, ab- 
scess and pneumonia, immediately suggests itself. 
The same might be said of empyema. Although 
the greater part of the ether is elminated through 
the lungs as in inhalation narcosis, the direct irrita- 
tion of the concentrated vapor is avoided and post- 


* Read before Lexington and Fayette Counties Medical Society, 
August 14, 1906. ¢ 


Operative pneumonia should be lessened. The ab- 
sence of bronchial secretions and vomiting has been 
a striking feature. 

Wanscher mentions that patients who have taken 
ether by inhalation and by rectum express a prefer- 
ence for the rectal method, the explanation being 
that the convalescence is easier. The disadvantages 
of the old method of rectal administration were 
rectal disturbance and the inability to control the 
stages of narcosis. 

In the series of forty-one cases reported by Leahy 
and Cunningham*, and in the four I have had, there 
have been no diarrhea, bloody stools or rectal irri- 


‘tation that needed any special attention. There 


has been a slight tendency to constipation. It has 
been suggested that the absence of rectal irritation 
is due (1) to more thorough preparation of the pa- 
tient, (2) to better quality of the ether used, and 
(3) to improved method of administration. Colicky 
pains and abdominal distention, as mentioned by 
Buxom, have been so slight and passed off in so 
short a time that these can hardly be said to consti- 
tute a disadvantage. 

Preparation of the Patient.—To obtain the best 
results, it is essential that the bowels should be 
thoroughly cleaned out. If time permit, this prep- 
aration should continue through the forty-eight 
hours preceding the operation, in which the patient 
is kept upon a restricted diet, largely of. liquids. 
Five grains each of calomel, salol and sodium bi- 
carbonate are given, followed in eight hours by half 
an ounce of castor oil. The night before the opera- 
tion, two ounces of saturated solution of magnesium 
sulphate are given, followed in the morning by a 
large soapsuds enema. Just before going to the 
operating table another enema is given. 

The administration of the magnesia and the two 
suds enemata, and the ether breakfast, consisting of 
two ounces of beef tea, is the only preparation sug- 
gested by Dr. Cunningham. The partial failure in 
my first case I attributed to insufficient preparation 
of the patient, and to imperfect working of the 
valves of the air bulbs. With the three last cases, 
in which the results were as near ideal as could be 
desired, more time was given to the preparation of 
the patient, the dose of calomel, salol, and soda be- 
ing followed by castor oil, and this in twelve or 
sixteen hours by the magnesia. The first enema 
given was high, practically a colon flush. The sec- 
ond, an hour before the operation, was an ordinary 
low enema of suds. The breakfast, four to six 
hours before the operation, consisted of beef tea or 
milk and a slice of toast. The patient was allowed 


* Boston Medical and Surgical Journal, April 20, 1905. 
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all the water desired to within two hours of begin- 
ning the narcosis. 

The Apparatus used is one suggested by Cun- 
ningham, and consists of a bottle, the body of which 
is seven and a half inches in height, five inches being 
used for ether space, and two and a half inches and 
the neck for vapor space. The diameter is four 
inches and the capacity of the ether space twenty- 
nine ounces, so that a large amount of ether may be 
used without materially lowering the ether column. 
The afferent tube, which leads to the bottom of the 
ether column, ends in a bulb with several small 


perforations so that air ascends in numerous small . 


bubbles. The stopper and the connections should 
be tight. The bottle is placed in a water bath at a 
temperature between 80° and go° F. Ether boils 
at 98.6° F. It is desirable to keep the temperature 
below this point. By keeping the ether as warm as 
possible, without boiling, the air forced into the 
bulb is more easily saturated. If the operation is a 
long one, it may be desirable to renew the hot 
water. 

The efferent tube should be sufficiently long to 
allow moving the wash bottle away in case the 
operator wishes to change his position from one 
side of the table to the other. Efferent tubes of 
various lengths have been tried and no difference 
in the results noticed, ether in no case being con- 
densed in the efferent tube. The afferent tube 
should be of sufficient length to allow the etherizer 
to inspect the patient from head to foot, still retain- 
ing the bulb in hand. No “intercepter” is used, as 
the ether is not condensed in the bulb. A stiff rec- 
tal tube with a single eye at the end is used. 

Cunningham states that he has used Patch’s ether 
in most cases, but gives no reason for so doing. In 
my cases Squibb’s ether was used. 

Administration.—The patient lies upon the back 
with the legs held in sliglit flexion by a sand-bag 
placed under the thigh. The rectal tube is inserted 
into the rectum for a distance of from ten to four- 
teen inches. The efferent tube is now connected 
with the rectal tube and the vapor is forced in until 
considerable gas is pressed around the rectal tube. 
Keeping the forefinger in the rectum beside the 
tube (unless it causes the patient pain), hastens the 
expulsion of the rectal gases. It is essential that 
the rectum be distended to the point of emptying 
itself around the tube, for without removing the 
gas normally in the bowels the patient absorbs the 
ether much more slowly, presumably because of the 
dilution of the ether vapor by the gases in the gut. 
After the gas has been expelled the ether should be 
forced in by a few squeezes of the bulb every five 


to ten seconds, or until it is expelled about the tube. 
A little experience with the method will enable one 
to keep the proper amount of ether gas in the rectum 
without its being expelled around the tube. After 
the introduction of the rectal tube or of the first 
volume of ether, the patient may feel a natural dis- 
comfort and desire to defecate, but in a short time 
this sensation disappears. The breath becomes 
ether-laden in from one to five minutes after the 
administration is started. The patient gradually be- 
comes drowsy and the breathing stertorous and he 
passes into complete surgical narcosis without any 
stage of excitement. 

Narcosis being complete, the same signs regard- 
ing the patient’s condition should guide the anes- 
thetist as in administering ether by inhalation. Care 
should be exercised after complete narcosis has 
taken place to see that the jaw does not drop down, 
allowing the tongue to fall back over the larynx. 
In one case the patient became partially asphyxiated 
through neglecting this precaution. 

After narcosis is complete two or three squeezes 
of the bulb a minute will usually suffice to keep it 
so. It is noteworthy that the patients may be “run 
light,” for they respond rapidly to the injections 
after being once etherized. 

If the patient becomes too profoundly anesthetized 
the efferent tube should be disconnected and such 
ether gas as is in the bowel forced out through 
the rectal tube by abdominal massage. An oxygen 
tank should then be connected with the rectal tube 
and this gas made to distend the bowel. Artificial 
respiration and stimulation should be resorted to in 
the usual manner. 

When the operation is completed, expel as much 
as possible of the ether remaining in the bowel by 
massage of the abdomen with the rectal tube in 
position. 

REPORT OF CASES. 


Case I—Empyema of right maxillary and frontal 
sinus with polypoid degeneration of middle turbinate 
and anterior ethmoid cells. Male, white, aet. 30. 
Ether started by rectum, continued for seventeen 
minutes. Patient was only semiconscious, abdomen 
distended, persistent peristalsis, abdominal contrac- 
tion and passing of gas. It was discovered that the 
valves of the apparatus were not working properly, 
and as much air as ether vapor was being forced 
into the bowels. Chloroform by inhalation was 
therefore administered until the patient was thor- 
oughly relaxed. By that time the air bulbs and 
valves had been put in order and ether narcosis per 
rectum was maintained satisfactorily during the 
operation. The latter consisted in introducing the 
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post-nasal tampon, completely closing both nares, 
removing the middle turbinate, curetting the an- 
terior ethmoid cells, opening and curetting the 
frontal sinus by modified Killian method, and curet- 
ting the maxillary antrum through the canine fossa 
and removing large quantities of granulation tissue 
and pus. Duration of operation, forty-five minutes. 
Patient had some colicky pains and tensemus, fol- 
lowed by two stools of pinkish mucus. No nausea 
or vomiting, or abdominal tenderness. Amount of 
ether used, two ounces. Patient conscious in thirty 
minutes after the operation. 

Case II.—Empyema of left maxillary and frontal 
sinus; left naris filled with polypi springing from 
ethmoid and middle turbinate. Morphia gr. 1/6, 
and strychnia gr. 1/40 were given hypodermatically. 
The rectal tube was inserted and ether administra- 
tion started, and at the same time a few whiffs of 
chloroform were given. Patient narcotized in seven 
minutes. Narcosis maintained for fifty minutes. An 
operation similar to that in case I. was performed. 
The patient was fully conscious in thirty-five min- 
utes after the operation. No nausea, vomiting, or 
abdominal discomfort, except rectal tenesmus, which 
was relieved by normal saline enema. The patient 
took drink and nourishment in two hours with no 
discomfort. Less than one ounce of ether was used. 


Case III.—Colored female, aet. 39. Polypoid de- 
generation of both middle turbinate and ethmoid 
cells and empyema of frontal sinus (both sides). 
Hypodermatic injections of morphia gr. 1/6 and 
strychnia gr. 1/40 were given. Chloroform was 
administered by inhalation until partial relaxation 
was secured; then ether was administered by rec- 
tum. Completely etherized in four minutes. The 
tampon was inserted to completely close the posteri- 
or nares, both middle turbinates were removed with 
scissors and snare, the ethmoid cells were removed 
with rongeurs and curette, the naso-frontal duct 
enlarged and the frontal sinus cleansed through the 
nares. The peculiar characteristic African nose en- 
abled me to do this operation satisfactorily without 
making the external opening. Duration of narcosis, 
thirty-five minutes. Amount of ether used, one 
ounce and two drams. The patient was conscious 
in fifteen minutes. No vomiting, but some colicky 
pains and tenesmus, with two or three small stools, 
consisting of pinkish mucus—this was relieved by 
a warm enema, and by morphia gr. 1/8 hypoder- 
matically. Water and nourishment were given in 
two hours with no discomfort. 

Case IV.—Female, white, aet. 31. Empyema 01 
right maxillary antrum and frontal sinuses, with 
polypoid degeneration of both middle turbinate and 


ethmoid cells. The patient was small, delicate, sep- 
tic and very nervous. Morphia gr. 1/6 and strych- 
nia gr. 1/40 were given, and ether narcosis started 
by rectum. For reasons it was desired to anesthet- 
ize this patient by rectum entirely. On account of 
the extreme nervousness of the patient and the 
rigidity of the abdominal walls, at the end of twenty 
minutes she was only partially etherized, and in the 
stage of excitement. Then three or four inhala- 
tions of chloroform so completely relaxed her that 
etherization by rectum was completed in three min- 
utes and maintained during the operation, which 
lasted thirty-five minutes. The same operation was 
performed as in case I., with the addition of re- 
moval of the middle turbinate and anterior ethmoid 
cells of the opposite side. The patient conscious 
in fifteen minutes. Amount of ether employed, one 
ounce, three-fourths of which was used before the 
patient was relaxed by chloroform inhalation. 
Comments.—In case II., after complete narcosis, 
the jaw dropped down, allowing the tongue to fall 
back sufficiently to impede respiration for a moment. 
This was readily relieved in the usual manner, and 
it is the only instance where the anesthetist had to 


touch the head of the patient. Each case was ideal 


for the operator, there being no interruption of any 
kind—no hindrance by an ether cone, no anxiety 
about the operative field becoming infected. 

One especially gratifying thing was that the op- 
erations were performed in less than one-half the 
usual time requred, for the very reason that there 
was no loss of time on account of avoiding the ether 
cone or gauze, and no interference in any way with 
the operative field. 

Another thing noticed was the complete absence 
of the after-effect of prolonged etherization. There 
was no intoxication or nausea, and very little 
thirst. Water was allowed in from one to two hours 
after the operation was finished, and nourishment in 


four hours. 


Points to be emphasized are: (1) The prepara- 
tion of the patient before the operation. Be sure 
the alimentary canal is clean. The difference in 
method used in the last three cases, in which I added 
to Cunningham’s method, I think justify me in call- 
ing attention to this point, i. e., the addition of the 
castor oil and the second enema. (2) More watch- 
fulness is required on the part of the anesthetist, 
lest the narcosis become too profound. It must be 
remembered that all the ether gas put in the bowel is 
absorbed, and none is wasted as in inhalation. (3) 
The administration of a small quantity of morphia 
(gr. 1/8 to 1/6) before beginning the narcosis in- 
hibits peristalsis and facilitates the etherization. 
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This was not done in case I., nor was the preparation 
of the alimentary canal as carefully made as in the 
other cases. The strychnia was given with the mor- 
phia because of the weakened condition of the pa- 
tients from marked septic infecton. 

The results in the four cases mentioned justify 
me, I think, in the conclusion that for operations on 
the mouth and face, or any part of the head, this 
method of anesthesia is the best that is known. It 
will take time before the method becomes popular, 
even with those of us who do the kind of surgery 
referred to. The esthetic part of our nature rebels 
against it, and the somewhat cumbersome apparatus 
needed is not nearly so handy as that used for in- 
halation. I have no hesitancy, however, in pre- 
dicting that the apparatus will be simplified, the 
technic of administration better understood, and 
that this method of narcotizing will become the 
method par excellence in selected cases. 

The Physiology of Ether Narcosis by Rectal Ad- 
ministration is discussed by Cunningham as follows: 

“There is no reason to believe that the law of par- 
tial tension holds true when ether is administered by 
the rectum, nor is there any known scientific ex- 
planation of the phenomenon of ether narcosis pro- 
duced by this method of administration. 

“A theory advanced by Dr. M. Vejux-Tyrode of 
the Pharmacological Department of the Harvard 
Medical School, who was kind enough to study our 
cases, is briefly as follows: First, a definite per- 
centage of ether must be present in the entire cir- 
culation to produce complete surgical anesthesia. 
In human beings this amounts to a little under six 
volumes per cent. The rapidity with which com- 
plete narcosis results depends upon the rapidity with 
which the percentage of ether is brought up to 
nearly six volumes per cent. When ether is given 
by the lungs in the form of vapor, it can only be 
administered in great dilution unless excretion be 
interfered with and the percentage in the blood be 
raised above six volumes per cent., which would 
prove fatal by paralysis of the respiratory center in 
the medulla. On the other hand, when ether is ad- 
ministered by the rectum as a vapor, concentrated 
vapors may be given. Therefore the chances for 
the rapidity of ahsorption and the raising of the 
required six volumes per cent. will take place more 
rapidly while excretion may take place freely from 
the lungs. 

“This is an explanation for the rapidity with 
which certain of our cases have become anesthetized. 

“Fatality is less likely to result as the lung is free 
to eliminate ether as fast as it is absorbed by the 
rectum. 


“The fact that comparatively little ether is used 
in producing and maintaining anesthesia by the 
rectal method is understood when we realize that 
all the ether is absorbed. 


“There is no stage of excitement, because of the 
rapidity with which the patient passes through the 
first stage of ether narcosis. We know, of course, 
that the absorption of ether at first depresses the 
coordination centers of the cerebrum, next the other . 
parts of the cerebrum, consciousness and sensibility 
to pain, which takes place simultaneously with 
paralysis of the cord. This latter stage is that of 
surgical narcosis. The third stage, the undesirable 
one, is paralysis of the respiratory and vasomotor 
centers in the medulla. This does not seem to take 
place, probably because the lungs act as a safety 
valve, preventing the raising of the amount of 
ether in the blood to six volumes per cent. 

“There are two theories offered to explain the 
vomiting which usually follows ether narcosis. One, 
stimulation of the vomiting center, just as with 
apomorphin. The other, a reflex stimulation due 
to the local irritant action of the swallowed ether- 
laden saliva. The cases etherized entirely by the 
rectal method failed in the great majority of cases 
to show vomiting as an after-effect. If the former 
theory were true, there is no reason to expect any 
difference in the amount of vomiting between the 
two methods of administration, as the same amount 
of ether must reach the central nervous system. 

“The increased amount of secretion by inhalation 
narcosis takes place from local irritation to the up- 
per respiratory air passages. In rectal anesthesia 
only the necessary ether for narcosis, which is ex- 
creted by the lungs, goes through the respiratory 
tract, a quantity much less than goes through the 
respiratory passages during inhalation narcosis. 

“The rapid ether recovery seems to the writer to 
depend upon two separate factors: first, all the ether 
in the gut is removed at the time when the anes- 
thetic is discontinued, leaving only that ether which 
is in the blood circulation to be eliminated. There 
is no remaining excess as there is in the alveoli. 
Secondly, the lung has not been impaired in its 
excretory power as it must be by the tidal flow of 
concentrated ether vapor in inhalation narcosis. 

“The fact that the bowel is inclined to be con- 
stipated may be explained simply by the fact that 
the bowel has been thoroughly cleaned out before 
operation and that subsequently the patient is kept 
on light diet. It may be due, however, to overdis- 
tention of the gut, whereby the smoooth muscle 
fibers of the intestine are made atonic. 

“The difficulty in producing narcosis in those pa- 
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tients with fecal matter in the rectum is dependent 
upon two factors: first, absorption cannot take place 
rapidly ; secondly, the fecal matter repeatedly plugs 
the lumen of the tube.” 

In conclusion, I want at this time and in this public 
manner to express my appreciation of the manner 
in which Dr. Julian Estell has assisted me in these 
trials of this resurrected method of producing ether 
narcosis. To him is largely due the success attend- 
ing the cases reported. 


New Device. 


AN IMPROVED POST-OPERATIVE RECTAL 
TUBE. 
By J. M. Lyncu, M.D., 


Lecturer on Rectal Surgery in the New York Polyclinic 
and Chief of Prof. Tuttle’s Department, 
St. Bartholomew’s Clinic. 


It is often desirable, after certain operations upon 
the rectum, such as perineal extirpation, the White- 
head operation, the ligature operation for hemor- 
rhoids, and high fissures with spasmodic sphincter, 
to introduce a plug or tube to maintain the dilatation 
of the sphincter and at the same time to prevent 
bleeding and the accumulation of clots in the oper- 
ative field. Such a plug or tube should always have 
a good caliber to allow the escape of gas and also of 
any blood, thus to give evidence of any hemorrhage 
that may be going on above the dressings. Formerly 
such tubes were made by wrapping gauze around 
a piece of stiff drainage tube to the size desired in 
each individual case. This was very effectual from 
the standpoint of the surgeon in that it controlled 
the hemorrhage and kept up the dilatation, but when 
the time for removal came the meshes of the gauze 
were pressed into the fresh granulating tissues, and 
on removal of the tube there was produced not only 
great pain but also tearing of the wound and open- 
ing of fresh avenues for infection. 

To overcome this objection Dr. Pennington de- 
vised a tube which consisted of a firm drainage tube 
for the center, with an external sheath of thin rubber 
attached to one end of it. Around the stiff tube one 
could wrap sufficient gauze to make it of such bulk 
as the operator desired. The thin rubber sheath was 
then folded back over this gauze and tied at the 
other end of the tube, thus affording covering for 
the gauze that would prevent it from adhering to 
the wound. This tube was most satisfactory in over- 
coming the objections to the old type of tube. As 
prepared by the manufacturer, it was too expensive 
for clinical work, however, and if kept in stock for 


any length of time the thin rubber sheathing became 
rotted and often tore before it could be introduced. 
Moreover, unless one were very careful to put large 
safety pins in the outer end of the tube the latter was 
liable to slip entirely into the rectum and when this 
happened quite a little difficulty was always experi- 
enced in removing the tube. To obviate the ex- 
pense, Prof. Tuttle devised a simple and economical 
way of making the Pennington tube, which con- 


Fic. 1. 


sisted in cutting a small hole in the blind end of 
an ordinary rubber condom and passing through this 
a stiff piece of drainage tube to the distance of about 
one-half inch; a piece of silk thread is then thrown 
around the condom so as to fasten it onto the tube; 
the gauze is then wrapped around the drainage tube 
and the open end of the condom reflected over the 


gauze, thus reproducing the Pennington tube at a 
much less cost than the manufacturers charge for it. 
The same objection, however, with regard to slip- 
ping into the rectum applies to this, as well as to the 
regular Pennington tube, and the writer has, there- 
fore, recently devised a little modification of the 
tube. 
The tube is to be made exactly as Prof. Tuttle’s 
tube with the exception of the collar which prevents 


Fic. 3. 


its slipping into the rectum. Select a piece of stiff 
rubber tubing about five inches long and one-half 
inch in diameter, and a thin rubber condom. Cut a 
small hole in the blind end of the condom and pass 
the rubber tube over this hole into the cavity of the 
condom to the extent of about one-half an inch. Tie 
the condom around the tube with a piece of thread. 
Then wrap the tube with gauze or cotton to the 
thickness desired by the operator for distending the 
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sphincter, covering about three inches of the tube. 
Reflect the rubber condom over this gauze and tie it 
around the tube at the point where the gauze ceases, 
leaving one inch or more of the open end of the 
condom beyond the end of the tube. Now wrap a 
small roll of absorbent cotton around the tube at the 
point where the last thread is tied around the gauze, 
making this roll large enough to form a prominent 
collar. Then reflect the loose end of the rubber 
condom backward over this roll and tie it with a 
piece of silk thread, or throw around it a small rub- 
ber ligature. Thus is formed a complete rubber 
tube with a flange or collar upon its lower end; this 
collar absolutely prevents the tube from slipping into 
the rectum and at the same time furnishes an excel- 
lent means of producing pressure on any surface 
around the margin of the anus. Such tubes should 
always be introduced through a bivalve speculum or 
with the rectum held open by two flat retractors, in 
order to prevent any tearing of the parts. 

The simplicity and cheapness of this tube and the 
ease with which it can be made at a moment’s notice 
will commend it to those who are in the habit of em- 
ploying rectal tubes. 


Clinical Reports. 


A REPORT OF TWO CASES OF HYDATID 
CYST OF THE LIVER.* 


By Irvinc S. Haynes, Pu.B., M.D., 
NEW YORK. 


Hydatid cysts of the liver, while the most fre- 
quently encountered form of this disease, are still 
rare enough to justify the following brief report of 
two cases occurring in my service at Harlem Hos- 
pital last winter. © 

Case I.—J. De J., Italian, aged 23, laborer. Ad- 
mitted to Harlem Hospital, December 3, 1905, in the 
medical service of Dr. Bird. 

Family and Previous History.—Negative. 

Present History——Over two months ago patient 
began to notice slight indefinite pains in the right 
hypochondrium and epigastrium, which, as his ill- 
ness progressed, became more marked and persistent. 
until finally a mass was appreciable in the epigas- 
trium, which was very tender. About ‘six weeks 
ago began having attacks of vomiting and diarrhea. 
There was no blood in either discharge. In the last 
three weeks the patient has become decidedly jaun- 
<liced, but has had no clay-colored stools. He has 


* Read — the Society of the Alumni of Bellevue Hospital, 
June 6, 1906. 


lost rapidly in weight and strength and now is very 
thin, emaciated and weak. 

Examination on Admission.—Small, emaciated 
man. Skin much jaundiced. Right lung: harsh 
broncho-vesicular breathing ; vocal fremitus not in- 
creased ; some sonorous rales at axillary line; reson- 
ance somewhat impaired at apex. Left lung: bron- 
chial breathing at apex, with increased vocal fre- 


mitus; no dulness. Heart, normal. Spleen not pal- 
pable. 
Liver: is enlarged for its entire extent but more 


especially in its left lobe. In the median line it 
reaches half way to the umbilicus. Here is a smooth, 
globular swelling, tense and tender, elastic in feel, 
but no distinct fluctuation can be determined. The 
rest of the abdomen is negative. 

Blood: white blood cells, 22,000; differential 
count, polynuclear cells, 85 per cent.; red cells, 3,- 
144,000. 

Diagnosis. On account of the comparatively re- 
cent development of the patient’s sickness, his com- 
ing recently from southern Italy, his history of chills 
and fever, his febrile state at present, the decided 
leucocytosis, emaciation and evident septic con- 
dition, a diagnosis was made of abscess of the liver. 

The man was transferred to the surgical service. 
His condition was so poor that operation had to be 
postponed for twenty-four hours in an effort to im- 
prove it. The operation was performed to afford 
possibly a chance in a thousand, for the man was 
rapidly nearing his end without one. 

Temperature Record. 


R. 
99.5-I101.4 110-130 24-26 


Gonciinn —December 7, 1905. A five-inch in- 
cision to the right of the median line showed the 
liver very much enlarged, covered with dark green- 
ish spots, and firm and hard or tense to palpation. 
The gall-bladder was enlarged and distended with 
bile. 

A small incision over the swelling in the liver, 
enlarged by a clamp, gave exit to a small amount of 
thick, greenish pus. Forceps were pushed through 
the bottom of this pus cavity and entered a large cav- 
ity formed within the distended left lobe. Yellow- 
ish-green fluid spurted out, nearly a quart in amount, 
and with it numerous hydatid cysts of all sizes. The 
interior of the cavity was wiped off with gauze 
sponges and a large drainage tube inserted. The 
gall-bladder was also temporarily drained to the sur- 
face with suture, tube and gauze in the usual man- 
ner. Abdominal wound partially closed. 

Post-O perative.—The patient’s temperature fell to 
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normal, but he was too severely poisoned by septic 
absorption, and died within twenty-four hours after 
the operation. 

Post-mortem.—Male, 5 ft. 3 in., weight 100 lbs. 
Skin jaundiced. Great emaciation. 

Pericardium distended with dark sero-sanguinous 
fluid. Heart surface covered with fibrinous villi, 
which are also spread over the inside of the peri- 
cardium. The muscle is pale and flabby and di- 
minished in thickness. Endocardium shows no le- 
sion. The liver reaches 3 inches below the costal 
margin. The spleen is somewhat enlarged, and the 
kidneys show parenchymatous nephritis. The other 
organs, normal. 

The liver was removed for examination. Be- 
sides the abscess in the left lobe and the suppurating 
hydatid cyst, there were numerous small abscesses 
and one as large as one’s fist in the right lobe. No 
gall-stones were present in the gall-bladder or ducts. 
The source of the multiple septic emboli was not de- 
termined. (The usual point of origin is in the 
portal vein.) 

Case II.—C. M., aged 36, Italian laborer. 
tered Harlem Hospital, January 15, 1906. 

Family History.—Negative. 

Previous History.—Has drank a good deal. 

Prescnt History.—For the past year has noticed a 
lump in his right side, but as it gave him no par- 
ticular inconvenience the patient continued work- 
ing. 

Two weeks ago he began to suffer with chills, 
fever and sweating, with sharp, cutting pains in the 
right side, so that he had to stop work. There was 
loss of appetite, and headache. 

At times during the past year he noticed that his 
face and eyes were yellow, but this soon disappeared. 
No marked urinary disturbance ; bowels regular. 

Examination.—Patient is in a weak condition and 
looks septic. Temperature 103°, pulse 120. 

There is a mass in the right side of the abdomen, 
extending from the ribs to the crest of the ilium and 
from the median line to the flank, which bulges 
behind. The mass is firm, but fluctuates, and moves 
slightly with respiration. 

The spleen and other organs seem normal. 

The urine was normal on admission, but the next 
day showed some albumin and hyaline and granular 
casts. 

White blood cells, 16,000. 

Diagnosis was between a suppurating hydatid cyst 
of the right lobe of the liver and a perinephritic 
abscess, with more factors favoring the latter opin- 
ion, owing to the extreme prominence of the swell- 
ing in the flank behind. 


En- 


Operation.—January 16, 1906. Incision from the 
costal margin at the mid-axillary line, downward 
and forward in the direction of the fibers of the ex- 
ternal oblique. The peritoneum was opened and the 
liver recognized as being the seat of the swelling. 
On inserting a finger to determine the position of the 
swelling, there occurred a gush of foul-smelling 
pus, with numerous hydatid cysts of all sizes. The 
opening into the cyst cavity was rapidly enlarged 
and hot irrigations were used, after packing off the 
surrounding area. About two quarts of pus and 
cysts were evacuated. The inside of the sac was. 
mopped dry. The peritoneum was sutured to the 
edges of the incision in the liver, and the cyst drained 
by tube and gauze. The greater part of the muscu- 
lar and skin incision was closed. 

Post-operative-—The cyst discharged profusely. 
The septic condition of the patient deepened, his 
temperature reaching 105° at the time of his death 
four days later. No autopsy was permitted. 

The chief interest in hydatid cyst of the liver 
centers about the diagnosis. This is often very diffi- 
cult to make in the early stage of the disease, and 
differentiation from an hepatic abscess is impossible 
if the cyst is suppurating. 

A slowly growing, smooth, fluctuating tumor of 
the liver, unmarked by constitutional disturbances, 
is almost always an echinococcus cyst. When the 
cyst is not too deep, tense or suppurating, the hy- 
datid thrill may be obtained by placing three fingers 
on the cyst and tapping the middle one. 

Enlargement of the gall-bladder forms a tumor 
below the liver in the angle between the right rectus 
and the costal margin. It may be movable manually, 
and will be with respiration. 

Cyst of the liver has also to be differentiated from 
pleuritic effusion. Pleuritic dulness is not affected 
by inspiration, while with the liver the level of dul- 
ness is lowered. 

In the second case a very large suppurating cyst 
of the liver presented so many symptoms in common 
with a large perinephritic abscess that the source of 
the pus was not determined until the operation. The 
manner in which the cyst bulged the flank, especially 
laterally and behind, was exactly like the swelling 
of a perinephritic abscess. 

There are other conditions that might be mistaken 
for echinococcus cyst of the liver, but I shall not dis- 
cuss them now. 

In reference to operation, there are two plans. 
One, incision under proper precautions for protect- 
ing the peritoneum, mopping out the cavity with 
gauze pads, and drainage until healing has occurred ; 
the other, applicable in only a very few cases—inci- 
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sion, dissection of the sac, its removal, coaptation of 
the divided surfaces by several rows of catgut su- 
tures, and closure without drainage. The former 
method is efficacious, possesses none of the dangers 
or drawbacks of the other, is speedy, and can be 
used in the majority of cases. The second method is 
limited to small cysts favorably placed and not com- 
plicated by the proximity of large vessels. Its use is 
restricted, naturally, to a comparatively few cases, 
but these show surprisingly good results. 


AN INTERESTING CASE OF CONGENITAL 
MALFORMATION OF THE MOUTH. 


By E. K. Macomser, B.S., M.D., 
AMSTERDAM, N. Y. 


On February 17, 1905, I was called to attend Mrs. 
R., in her second confinement. Three years pre- 
viously I had delivered her of a perfectly developed 
female infant weighing six pounds. 

The present labor was normal in every respect, 
terminating in about six hours. The first abnor- 
mality observed after the birth of the head was a 
tumor mass protruding from the mouth. Next a 
lower incisor tooth was seen. After the third stage 
of labor was completed and the mother’s toilet at- 
tended to, the child was given a thorough examina- 
tion. The tumor was found to be about one inch 
in length and one-half inch in diameter and was 
attached to the roof of the mouth opposite the 
maxillary suture, near its middle point. The 
tumor was covered with skin and lanugo, and its 
free end protruded just beyond the lips. The tooth 
was as perfectly formed as in a child two years old, 
except that it was-freely movable, there being no 
alveolar process to support it. On raising the tu- 
mor and looking into the mouth there were found 
two completely formed tongues, each with a median 
raphé and a separate frenum, but with a single 
root. The inner borders of these tongues encrvach- 
ed upon each other in the median line of the mouth, 
causing their edges to be slightly raised, and bring- 
ing their under surfaces into apposition for a short 
distance from their bifurcation. From underneath 
these edges, and springing from the bifurcation, was 
a third or rudimentary tongue, which extended 
down between the other tongues to an equal distance, 
separating them at their distal extremities, thus 
giving the appearance of a three-lobed tongue. This 
median lobe was broader and thinner at its distal 
than at its proximal end and had no distinct frenum 
or median raphé, yet it showed the papillz on its 
dorsum the same as the other tongues. 

The mouth was so full that it was difficult for the 


child to breathe or receive nourishment, therefore I 
removed the tooth, put pedicle ligatures on the tumor 
and rudimentary tongue, and removed them at once. 

After these were removed a more thorough ex- 
amination of the mouth could be made, and this 
revealed two soft palates and two uvule. Each 
velum palati extended upward from the pillars to 
the median line where they formed by their union 
almost a right angle. From the middle of each 
velum came the uvule extending downward and 
inward. 

On each side of and posterior to the base of the 
tumor was a groove about one-eighth of an inch 
deep, giving the impression that the tumor had 
sprung from between the maxillary bones and had 
prevented their union at this point. Behind this, 
however, union was complete, so there was no cleft 
palate. On account of the bifurcation of the tongue 
the child was unable to nurse, although its attempts 
were vigorous. 

Otherwise the child was well formed and weighed 
six pounds. The tumor was examined and found to 
be a lipoma covered with normal skin. I say lipo- 
ma, as it was composed of fat cells with very little 
connective tissue stroma. 

On March 11th I operated on the tongue, cutting 
each frenum and removing sufficient from the inner 
borders to leave a normal-sized tongue when united. 
On March 2oth the stitches were removed, primary 
union having been obtained, except for about one- 
fourth inch at the apex, where the edges had drawa 
apart. The edges were freshened and united and 
on the 29th the stitches were removed, leaving per- 
fect results. : 

Before the operation the child was unable to cry 
aloud, but immediately after the tongue was sutured 
it could cry as lustily as any child. Its prospects 
for being able to talk were good, for the roof of 
the mouth was in good condition; there was ample 
room in the pharynx, and the tongue was of normal 
size and shape. Unfortunately, however, the child 
was taken with whooping-cough and died July 6th 
of the same year, at the age of 4 months and 23 days. 

The writer has not been able to find reported in 
medical literature a case similar to the foregoing, 
but his opportunity for research has been somewhat 
limited. Congenital teeth have been observed, as in 
the cases of Louis XIV. and Mirabeau. Bifid tongue 
has occasionally been seen in children; and Barling 
reports a case of congenital division of the tongue 
with a median lobe. 

Cleft palate and bifurcation of the uvula are re- 
ported, but I find no record of two palates and two 
uvulz, as reported above. 
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REPORT OF A CASE WITH HYSTERICAL 
SYMPTOMS UPON WHOM THE MAS- 
TOIDO-TYMPANIC OPERATION WAS 
DONE. BOTH SPHENOIDAL SINUSES 
WERE OPENED AND PARTIAL TURBINEC- 
TOMY PERFORMED UPON THREE 
TURBINATES, BESIDES MUCH 
LOCAL TREATMENT.* 


By W. Souter Bryant, A.M., M.D., 
NEW YORK. 


This case was referred to me for a mastoido- 
tympanic exenteration on account of a purulent in- 
flammation of the left tympanum of many years’ 
standing. Inspection showed a small round pointed 
mastoid process which was extremely tender. The 
tympanum appeared to be void of contents. The 
indications for the operation were the chronicity, 
and resistance of the affection to all treatment, the 
fetid nature of the discharge, the presence of caries 
of the tympanic roof, recurring rises of temperature, 
dizziness, and excruciating headaches. Her tem- 
perature was over 99° F., pulse 82, respiration 18. 

O peration.—On April 21, 1905, I opened the mas- 
toid with my front-bent gouge in search of the 
antrum, but quickly stumbled upon the knee of the 
sigmoid sinus which lay extremely close to the 
meatus. Because of the shape of the gouge used, 
the sinus was not wounded. The bone lying be- 
tween the meatus and dura, at its narrowest part, 
was not more than two mm. thick. In the separa- 
tion of the dura mater from the walls of the meatus, 
and the removal of the bone, great care was taken to 
preserve the membranous meatus as nearly intact 
as possible. The whole bone was sclerosed and 
neither cells nor diploé were found. It was neces- 
sary to lift the dura mater from the bone and re- 
move the posterior wall of the meatus in order to 
reach the antrum. The bone over the knee of the 
sinus and internal to it was partly disintegrated and 
friable. The sigmoid sinus pulsated. On rotation 
of the head the pulsations ceased. The region of 
the tegmen tympani was a mass of granulations 
which extended backward a short distance. The 
dura mater at this point was uncovered and ap- 
peared much thickened. The antrum proper was 
found to have been filled up with cancellated and 
hard bone, leaving only the aditus open. The 
tegmen mastoideum was wanting. Through this 
perforation in the bone the dura appeared very thick 
but not discolored. The perforation in the bone 
was enlarged by removing its crumbling edges until 


* Read before the Section on Otology, of the New York Academy 
of Medicine, April 12, 1906. 


the dura was exposed for a space 12 x 6 mm. The 
dura over the sinus and that over the tegmen were 
connected by removal of the triangular portion of 
bone separating them. The tympanum was fairly 
clean and had smooth, hard walls. No pus was 
seen anywhere. No ossicles were found. The pos- 
terior wall of the osseous meatus was leveled from 
the floor of the aditus to the lower external edge of 
the tympanic plate. The tympanic end of the Eus- 
tachian tube was manipulated to facilitate its cica- 
tricial closure, and the whole wound was washed 
out with normal salt solution. The anterior flap 
of the mastoid wound was allowed to fall back into 
the bone excavation. The meatus was gently packed 
with gauze. Only enough was used to slightly dis- 
tend it. A gauze dressing moistened with salt solu- 
tion was used and the bandage applied carefully to 
give support to the auricle. 

Convalescence.—The second day the temperature 
reached 100.2° F., pulse 110, respiration 30. This 
was the maximum record. There was some bron- 
chitis and pain in the head, which required morphia 
and an ice cap. The fourth day the temperature 
was 98.6° F. The severe headache continued. On 
the fifth day the ear was dressed. There was a 


small quantity of fetid grayish yellow discharge in 


the ear. The bone was bare and looked sloughy. 
There was no granulation to be seen. The ear was 
cleaned with peroxid of hydrogen and some boric 
acid was dusted in. The mastoid wound had healed 
by first intention. There was still some headache 
and the ice cap was used. The next day the tym- 
panum was much improved. It was cleaned as 
before. The mastoid wound had broken down. 
There were no granuiations in it. On the tenth 
day the posterior wound closed again. There was 
much improvement, but still distressing pain in the 
head at night. On the eleventh day the patient sat 
up. The next day the temperature was 98°, pulse 
80, respiration 24. The family physician informed 
me that the fearful headaches had not recurred since 
the operation and that the mastoid wound was en- 
tirely healed. On the fourteenth day the patient 
was comfortable. On the twenty-fifth day the mid- 
dle ear was entirely dry and there had been no dis- 
charge for some days; the patient left the hospital. 
On the fortieth day the desquamation of the scar 
had ceased. June 12th. There was no deformity to 
be seen and only a very faint trace of the scar. The 
patient had occasional headaches of a mild character, 
different from what they were before the operation. 
June 24th. The middle ear and canal were wholly 
epidermatizec. June 30th. There are occasional 
headaches, var.ing in location and character from 
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the severe pre-operative headaches. She says that 
she is much better than before the operation. The 
acoumeter is heard 12 inches by the left ear. July 
3rd. She complains of bad headache in the occiput, 
and dizziness. The mastoid scar is extremely sen- 
sitive. Aug. 28th. The head aches front and back. 
The patient is relieved by adrenalin and cocain on 
the middle turbinates which press hard on the sep- 
tum. 

October 5th. I removed a large thin-shelled cystic 
left middle turbinate. This manipulation increased 
all the painful symptoms. There was left lateral 
and occipital headache. October 8th. The nose is in 
good condition. The patient feels bad. October 
17th. The nose is suppurating. A little odor. Oc- 
tober 18th. The nose is much better. October 28th. 
The stump of the left middle turbinate has healed. 

Touching the left sphenoid causes sharp, severe 
occipital pain. November 12th. There is much 
headache and both the sphenoids are extremely ten- 
der. The tenderness is not relieved by cocain. The 
temperature is 99.6° F. at 6 p. m. There is much 
dizziness and occipital pain on stooping. November 
15th. The patient says pus drops into her throat 
and that there is more pain on the right side of the 
head. She says she did not have this discharge of 
pus before the operation on her left middle turbinate. 
November 17th. Complains of fetid smell and taste. 

November 21st. On account of the great sensitive- 
ness of the sphenoid and the occipital pain, slight 
rise of temperature, and reported discharge of pus, 
the patient was operated upon, under ether. Both 
sphenoidal sinuses were opened through the nose. 
I removed the anterior and inferior wall on the left 
side over a wide area, and made a considerable 
opening in the right cell. Both sphenoidal cells were 
empty and appeared to be healthy. I removed part 
of both lower and middle right turbinates and the 
remaining posterior part of the left middle turbinate. 

January 5, 1906. The watch is heard on contact 
with the left ear. The sphenoids are not tender. 
The patient says she feels swelling in the throat and 
complains of much choking, especially at night, dys- 
pnea and dysphagia. “All the symptoms come or 
after a sore throat.” On inspection nothing can be 
seen. There is bad headache. January 8th. There 
is stinging pain in both sides of the throat. January 
1oth. The patient has to lie on her face in order to 
breathe at night. The pharynx and larynx appear 
normal. The cervical glands are enlarged and dis- 
tinct and tender. January 15th. The patient says 
there is a lump in her throat that bothers her in 
eating and breathing. Jan. 17th. There is pain 
through both ears. February 4th. The acoumeter 


is heard 12 inches by the left ear, the watch on con- 
tact. The larynx is extremely tender on external 
palpation, as also are the large cervical glands, and 
there is tenderness of the upper cervical spinous 
process. On manipulation, pain shoots from the 
cervical glands up into the ear. February 28th. 
There is bad pain in the back of the neck, occiput, 
and left.ear. The patient does not have the ball in 
the throat while in the office. The temperature is 
98.5°. The whole larynx and upper trachea are 
tender. She says it feels as if there were a marble 
moving up and down the throat. March 5th. There 
is no pain in the ear, but bad pain in the throat. 
March 14th. There is pain in the chest and in both 
ears. March 25th. Since removal of desquamated 
epithelium the tinnitus has stopped in the left ear. 
She says she feels as though she had something tied 
around the throat. March 2gth. For the first time 
in many years (had not tried it since radical opera- 
tion), on taking a ride in a trolley car, she did not 
suffer from dizziness, headache, or vomiting, as she 
was accustomed to do before the operation. April 
2nd. The lump in the throat changes its position 
from side to side, or to the middle of the throat, 
and up and down. She says she almost hawks it out. 
April 5th. She says that she spit up two pieces of 
thick mucus from the left side, or what she called 
“white flesh,” with much satisfaction to herself. 
Hearing in the left ear, by watch, one-half inch; 
acoumeter, 25 inches. Transillumination showed 
antrum and frontal sinuses clear, and there is no 
headache or pain. 

Capitulation——The convalescence of the patient 
after the mastoido-tympanic operation shows the 
worst result I have had in cases treated according 
to my blood-clot method following the radical opera- 
tion. The post-aural scar is barely perceptible and 
there is no deformity of the surface. 

Our patient showed some obvious objective symp- 
toms of suppuration, inflammation, and swelling, 
some signs of what appeared to be hyperesthesia of 
certain parts of the mucosa of the upper air tract, 
with painful reflexes, mingled with hysterical symp- 
toms. The case illustrates how important it is to 
guard against misinterpretation of hyperesthesia, 
which may simulate more serious conditions. 


Cotes’ FRACTURE. 

Some slight widening will remain after most 
Colles’ fractures. The changes in tendon sheaths 
about the points of fracture cause many more com- 
plications, and cause much more hindrance to re- 
covery than do the bony alterations —VERTNER 
Kenerson, in the N. Y. Medical Journal. 
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HEMORRHOID OPERATIONS. 


Although a comparatively simple and frequently 
practiced procedure, the removal of hemorrhoids has 
given rise to a great number of diverse methods, and 
to considerable discussion. 


One subject of the discussion concerns the anes- 
thetic to be used. While the employment of local 
anesthesia has much to attract us, it cannot be 
recommended for the general run of cases. To be 
sure, cocain, or one of its congeners, is all 
that is necessary for the painless evacuation 
of an easily accessible thrombosed pile; and 
from time to time a patient will be met 
whose anus is already so flaccid and _ ga- 
ping that internal piles may be amputated 
and ligated or sutured under local anesthesia, with 
the production of only a moderate amount of pain. 
That a tight sphincter can be thoroughly and pain- 
lessly stretched after injections into it, according to 
certain technics, of cocain solution or of sterile 
water, we are not prepared to deny, but our own 
experiences with these methods, following the direc- 
tions given by their authors as closely as we knew 
how, have emphasized our opinion that general 
narcosis, when not distinctly contraindicated, is de- 
cidedly preferable. For cases unsuited to a general 
anesthetic, spinal anesthesia no doubt affords the 
same advantages. That, in many cases, much can 
with unquestioned propriety be undertaken in the 
“office treatment” of hemorrhoids, cannot be gain- 


said. That it is the only form of treatment to which 
some sufferers with extensive piles will submit is, 
again, good reason for seriously studying its possi- 
bilities and its limitations. Those most skilled in 
the office conduct of these cases and most worthy 
of our respectful attention to their accomplishments, 
do not advise radical operation in the office when 
the patient will consent to be put to bed at home or 
in the hospital. The occasional danger of hemor- 
rhage or the dislodgment of a thrombus should be 
urged upon all patients insistent upon ambulant or 
semi-ambulant radical treatment. 

Concerning the operations themselves, it is chiefly 
in detail that surgeons differ. The three main types 
of operation (exclusive of injections)—clamp and 
cautery; clamp and suture; dissection and ligation 
(Allingham), and transfixion and amputation—are 
all well established methods. None deserves to be 
used to the entire exclusion of the others, and two 
or more, may be, and often are, employed on the 
same case. In all of them, especially in the cautery 
operation, certain precautions are the essentials to 
success, viz.: to secure scars parallel with the axis 
of the rectum; to avoid injury to the sphincter and 
to the skin; to remove enough of each pile to effect 
its obliteration, without, however, going too deeply 
into its base; to avoid the temptation to amputate 
every small hemorrhoid that may appear in a ring 
of piles about the anus, always leaving sufficient 
unattacked mucosa between the stumps to obviate 
the danger of stricture. With these matters of 
technic must be included: thorough preparation of 
the bowels ; careful hemostasis ; surgical cleanliness ; 
and intelligent after-treatment. 

The cautery operation of Smith is probably the 
best “routine” method of radical treatment. It 
avoids the use of ligatures and sutures and mini- 
mizes the chances of infection. Its drawbacks are 
the occasional difficulty it involves in checking 
hemorrhage, after-pain, and the rather long-post- 
operative attention required to the granulating areas 
it leaves. ‘ 

The transfixion operation is best suited to small 
piles. Allingham’s ligature operation, however, 
may be employed on larger hemorrhoids. It, too, 
leaves a considerable area to granulate. 

The suture operations are designed to close over 
the stump with mucous membrane and thus (at- 
tempt) to avoid raw surfaces. In the Annals of 
Surgery for August, L. S. Pitcher describes a modi- 
fication of the excision and suture operation, consist- 
ing in the removal of the hemorrhoidal mass with 
a wedge shaped piece of redundant skin, the chief 
blood supply of the pile being caught in a hemo- 
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static suture at the apex, the rest of the wound 
being closed by running suture. This operation, 
which appears to be essentially the same as Mit- 
chell’s, is more time consuming than the cautery 
operation, but it is simple and radical. 

Whitehead’s operation—removal of the entire 
pile-bearing area and suture of the mucous mem- 
brane to the skin—is a very radical procedure that 
is seldom necessary. It is bloody; technically diffi- 
cult, and requires both time and precision. Second- 
ary hemorrhage and the production of granulating 
areas, from the cutting through of sutures, are not 
the only risks it involves. Too often it produces an 
itching, everted or stenosed anus that dooms the 
patient to perpetual torment! 

Hemorrhoid operations are classed as minor sur- 
gery, but, like many other minor procedures, they 
carry with them the possibilities of serious injury 
and fatality, if undertaken without due attention to 
proper preparation, cleanliness and technic. The 
occurrence of a liver abscess months after a rectal 
operation may not be brought to the attention of the 
same surgeon, but a single instance of persistent 
incontinence, of strictured anus, of serious hemor- 
rhage, or of sepsis, will harshly impress upon him 
that this, no less than the strictly aseptic opera- 
tions, cannot with impunity be lightly undertaken. 


THE DIRECTIONS OF SURGICAL AD- 
VANCE. 

In our last issue we spoke editorially of “The 
Shifting Borderline of Medicine and Surgery,” call- 
ing attention to that trend of laboratory research 
and experimental medicine which bids fair to take 
from the surgeon’s care certain diseases that have 
recently been transferred to him and some that have 
always been in his domain. We referred to serum- 
therapy (what it has accomplished with some dis- 
eases and what it appears to be accomplishing in 
exophthalmic goiter), to dietotherapy, based on 
physiological research (which may put several 
“surgical” digestive diseases, for example, within 
the sphere of preventive medicine), to climato- 
therapy (in connection with its promising effects in 
“surgical” tuberculosis), and to what may be hoped 
for in the treatment of malignant growths, as the 
result of embryological, physiological and cytologi- 
cal studies. 

But by the removal of various maladies from the 
surgical field the scope of surgical practice will not 
be narrowed. Rather, it will continue to enlarge. 
And this growth will probably be along two lines. 
The first of these will be a wider application of meth- 
ods already established—witness the remarkable de- 


velopment of rhinological surgery in the last couple 
of years. The second path will be a new one. Here 
we may instance three fields, of which the surgeon 
is already in the gateway: thoracic surgery—which 
the Sauerbruch cabinet has inaugurated ; neural sur- 
gery—in which the study of nerve regeneration and 
nerve conduction is pointing the way to the me- 
chanical restoration of function; and vascular sur- 
gery—which Carrel, preéminently, is developing. 


CoRNEAL ULCERS. 


“Every injury of the cornea should be assumed 
to be infected. The eye should be promptly irrigated 
with a saturated solution of boric acid, or bichloride 
of mercury solution one to four thousand, and kept 
as nearly aseptic as is possible to do so by use of a 
bichloride and salt ointment containing bichloride of 
mercury one-fifth grain, and sodium chloride one 
grain, to vaselin one ounce. If pain is a factor, I 
add five grains of cocain, allowing the druggist to 
use a small quantity of liquid albolene to better 
enable the cocain to dissolve. If the injury is as 
much as twelve hours old and the proper antiseptic 
precautions have not been taken, I touch the wound 
with tincture of iodin applied by a few shreds of 
absorbent cotton wound around a small probe or 
smooth wooden toothpick. All applications to the 
cornea being painful, a previous installation of a six 
per cent. solution of cocain should be made. 

“When the ulcer has declared itself my first pro- 
cedure is to curette thoroughly with a small size 
Meyhoefer’s corneal curette, then touch with tinc- 
ture of iodin. If after twenty-four hours there is 
no marked improvement, cauterization, either with 
carbolic acid after the same manner as the applica- 
tion of iodin, or with the actual cautery, should be 
thoroughly done. For the latter, the suitable in- 
strument is Gruening’s cautery probe. These two 
instruments are very inexpensive and should be in 
the office of every country doctor. Atropin sul- 
phate one per cent. should. be instilled every four 
hours for the first day, then twice a day. Hot ap- 
plications—boric acid a teaspoonful to a pint of 
water as hot as can be borne—every hour, bathing 
the eye for ten minutes at a time, are very bene- 
ficial. A shade or smoked glass may be worn to 
shield the eye from light. 

“The cauterization may be repeated in two or 
three days, if necessary; often one application suf- 
fices. In bad cases, and especially in highly nervous 
patients, rest in bed in a dark room. and a nutritious 
diet are imperative.’—Clarence P. Jones in Gail- 
lard’s Southern Medicine. 
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Surgical Suggestions. 


Tumors of the brain frequently simulate, in their 
earlier stages, diseases of the stomach. 


In seeking the source of an obscure sepsis, do not 
overlook an examination of the ischiorectal region. 


The possibilility of gastric cancer must be consid- 
ered in cases of supposed pernicious anemia. 


A primary -tumor of the lateral abdominal region 
in infants and young children is usually a sarcoma 
of the kidney. 


Non-specific urethral discharges in young boys 
may be due to foreign bodies introduced while 
masturbating. 


In fractures of the anatomical neck of the hu- 
merus, examine carefully for injuries to the brachial 
plexus. 


Marked tenderness over the lower end of the 
radius, after traumatism, without deformity, is sus- 
picious of fissure of the bone. Mobility or crepitus 
may be obtainable. — 


In determining whether or not to operate after 
injuries to the head, a surgical judgment of the 
case is usually better than one based strictly on the 
application of neurological rules. 


“Egg shell crackle” elicited in palpating a tumor 
of the cranial bones is diagnostic of sarcoma origi- 
nating in the diploé. 


The use of any considerable quantity of iodoform- 
ized gauze in the vagina involves the risk of a 
severe dermatitis of the vulva. 


Gradually increasing hoarseness in people past 
middle age, without definite cause, and with a his- 
tory of pain-radiating to the ear, is suggestive of 
malignancy. 


Whenever we meet with a movable, sausage- 
shaped mass in the abdomen, with a history of chron- 
icity, it is well to think of the possibility of its being 
a case of hyperplastic tuberculosis of the intestine. 
This diagnosis will be rendered more suggestive if 
there are definite signs in the lungs. 


In differentiating shock and concealed hemor- 
rhage progressiveness of the symptoms is very sig- 
nificant of continued bleeding. 


Restlessness, increasing pallor, increasing air- 
hunger, increasing weakness of the pulse, falling 
temperature (subnormal), and the ephemeral effect 
of stimulation, all point to hemorrhage rather than 
shock. In addition, there is often some local sign 
or symptom. 


In post-operative collapse if, after studying the 
symptoms, there be any doubt whether the condition 
be due to shock or to concealed hemorrhage, the 


_ wound should be opened and bleeding sought for. 


In urgent cases a high tracheotomy should be 
performed, not a low tracheotomy. The former 
can be done very rapidly; the latter requires con- 
siderable dissection. 


A fluctuating swelling appearing between the ribs 
may, of course, be tuberculous or syphilitic in ori- 
gin, but it may also be an extension of an intra- 
thoracic growth, e. g., dermoid cyst of the media- 
stinum. In all such cases, therefore, a careful 
examination, by auscultation and percussion, should 
be made. 


A pulsating swelling in the midline of the abdo- 
men should not be too quickly accepted as an 
aneurism of the aorta. It may be a retroperitoneal 
tumor. 


Before operating for sarcoma examine the lungs 
carefully. Do not operate if the patient has persist- 
ent cough and blood-stained sputum (not due to 
tuberculosis), even though no definite signs are 
found in the lungs—a metastasis has developed. 


In cases of chronic appendicitis, if an examina- 
tion be conducted with the patient in a hot bath 
(105° F.), the thickened appendix may often be 
felt to roll under the finger. 


The tenderness in appendicitis may not be (prob- 
ably usually is not) just at McBurney’s point. The 
base of the appendix is, however, usually at, or 
near, that point. The site of greatest tenderness 
is often over the tip of the appendix. A line drawn 
between that site and McBurney’s point will many 
times represent the general direction in which the 
appendix is lying. 
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Book Reviews. 


Medical and Surgical Report of the Presbyterian Hos- 
pital in the City of New York. Volume VII. 1906. 
Edited by Joun S. TuHacuer, M.D., and Grorce Woot- 
sey, M.D. 8vo; 234 pages; illustrated. 


This report consists of sixteen contributions by mem- 
bers of the staff of the hospital. Among these may be 
mentioned: Notes Upon Cases of Gastric Ulcer, by W. 
Gilman Thompson; Renal Calculus, Symptoms and Treat- 
ment, by Ellsworth Eliot, Jr.; Etiology of Acute Rheu- 
matism (Briddon prize essay), by Lewis F. Frissell; Crit- 
ical Analysis of 186 Operations Upon the Liver and Gall 
Passages, by C. A. McWilliams; Sporadic Trichinosis, by 
David Bovaird, Jr.; Diagnosis and Treatment of Typhoid 
Perforation, by George Woolsey; Suggested Analgesia 
in Surgery, by I. W. Kingsbury; and A Case of Intra- 
hepatic Calculi, by Forbes Hawkes. W. P. Northrup brief- 
ly summarizes his experiences at this institution with Open- 
Air (on the Roof) Treatment of Children in Fever and 
Convalescence, for which mode of treatment his eloquent 
plea is familiar to the profession through the medical 
journals. From his unhesitating conclusions we quote: 
“No harm has ever come to any child from being placed 
in the open air. Great good, without exception, has fol- 
lowed. Pneumonia cases in the most acute stage, primary 
pneumonia in sthenic condition, are considered fair cases 
for open-air treatment on the roof. . Fever cases 
sleep nearly the entire time in the cool air.” Sun parlors 
are not enough. “A proper roof garden for November 
and December is most of the time a sun-pen. It should 
have sides, but no roof.” . . . We are interested to 
note that the Presbyterian Hospital has been provided 
with funds to build an open-air ward on the roof. This 
journal has warmly advocated the open-air treatment of 
surgical tuberculosis, in adults no less than in children. 


Golden Rules 6f Surgery. Aphorisms, Observations and 
Reflections on the Science and Art of Surgery. Be- 
ing a@ Guide for Surgeons and Those Who Would 
Become Surgeons. By Aucustus BerNays, 
A.M., M.D., M.R.C.S., Eng., Chief Surgeon, Lutheran 
Hospital, St. Louis, Mo., etc. Octavo; 232 pages. 
St. Louis: C. V. Mossy Menpicat Boox Co., 1906. 


We are very much disappointed in this book. This is 
not merely because it is poorly printed and badly bound, 
but because—we regret to feel obliged to say it—we find 
the contents hardly worthy of any better typography. The 
book is a hodge-podge of disconnected chapters, most of 
them incomplete and none of them of any great interest. 

The first section, Advice to a Young Man About to Be- 
come a Surgeon, which appeared, under a more appropriate 
title, in the AMERICAN JOURNAL OF SURGERY some months 
ago, is decidedly the best in the book. It contains much 
sound sense that may be of aid to the father or preceptor 
in outlining the preliminary education of a young man in- 
tending to study medicine (a youth at an academic insti- 
tution cannot well be said to be “about to become a sur- 
geon”), and to the young man himself in his subsequent 
medical course. The second section, On Scientific’ Con- 
tributions to the Literature of Medicine and Surgery, con- 
tains, also, some useful advice on the writing of medical 
articles; but that advice is very fragmentary, for half of 
this section of fifteen pages is devoted to an immodest re- 
cital of some of the author’s contributions to literature. 
This recital is introduced under the guise of teaching by 
example, but, in fact, it demonstrates nothing—except that 
the author is not at all bashful of “blowing his own horn.” 

Following this are a brief section (six pages) on Science 
and Surgery and two more, too brief to be of much value, 
respectively, On Ways and Means of Building Up a Prac- 
tice, and About Fees. In the next section, Off With the 
Cloak of Superstition Which Still Clings to the Shoulders 
of the Profession, the author very properly exhorts med- 
ical ‘men to discard all semblance of mystery and, by en- 
lightenment and education of the public, to crush out the 
ignorance and superstition that nourish Christian Science, 
faith-healing and quackery. 


Most of the remainder of the book (170 pages) is de- 

voted to the Golden Rules of Surgery. ‘hese are chiefly 
terse surgical rules and hints (much like the Surgical 
Suggestions that have been published in each issue of 
the AMERICAN JoURNAL OF SuRGERY). Many of them are 
borrowed, some without change from Hurry Fenwick’s 
Golden Rules of Surgery. Most of the “rules” will ap- 
pear trite to surgeons of any experience, but to novices 
they will prove useful. They would have been more at- 
tractive if written less in the teacher-to-schoolboy style, 
“Never forget... ,” “Never neglect... ,” “Always re- 
member... .” 
_ Sandwiched, for some reason, among the “golden rules” 
is a brief section entitled Inflammation”, Away with the 
Word and the Confusion it Has Caused. In this section 
the author refers to the changed conceptions of the pa- 
thology of inflammation, but he does not seem to appre- 
ciate that the modern notion of the nature and cause of 
inflammation is held generally. If he does appreciate this, 
he fails to make clear why we should “by common consent 
drop the word inflammation” and “substitute the clear 
terms of infection and tissue-unrest.” 

There is a final séction, entitled Reminiscences, that 
might better have been styled What J Did in Europe. This 
chapter has no logical place whatever in this not very 
logical book. 

We expected something much better than this from Dr. 
Bernays. We cannot take his Golden Rules of Surgery 
seriously. No doubt, in Surgical Diseases of the Head, 
Face and Neck—Their Diagnosis and Surgical Treatment, 
a work on a more specific subject, which the same author 
has in preparation, we shall find a more worthy contribu- 
tion to surgical literature. 


The Edinburgh Stereoscopic Atlas of Anatomy. Pre- 
pared under the auspices of the Department of An- 
atomy of the University of Edinburgh by Proressor 
J. R. Cunnincuam, M.D., D.S.C., LL.D., D.C.L. Ed- 
ited by Davin Waterston, M.A., M.D., F.R.C.S.E, 
F.R.S.E., Lecturer and Senior Demonstrator in An- 
atomy, University of Edinburgh. In five sections, of 
fifty stereographs each, in cloth cases; with hand ste- 
reoscope. Section III. Aspomen aNnpD Petvyis (con- 
tinued). Lower Lims. New York: Impertrat Pus- 
LISHING Co., 1905, 1906. By subscription only. Price 
of atlas, complete, $50 net. 

This section consists of fifty-one views, of which five 
are of portions of the abdomen and pelvis. The others ~ 
are views of formalin-hardened dissections of the lower 
extremity. These are arranged in groups, each group 
showing a separate region at various depths of the dis- 
section. The surface anatomy is also demonstrated, the 
landmarks being labeled. 


Abbott’s Alkaloidal Digest. A Brief Description of the 
Therapeutics of Some of the Principal Alkaloidat 
Medicaments, with Suggestions for thetr Clinical Ap- 
plication. By W. Assott, M.D., Editor of the 
American Journal of Clinical Medicine. Revised. 
Chicago: Cirnic PusiisHine Co., 1906. 

This is a pocket size volume of 300 pages, in stiff paper 
binding. It consists essentially of four parts. The first 
treats of the therapeutic action of various alkaloids, alpha- 
betically considered. The second part deals with various 
diseases, also alphabetically, with reference to their treat- 
ment by the “active principles” of drugs. Part three af- 
fords information on “how to practice alkalometry” and 
on various other more or less related subjects. The 
fourth part is a price-list ot the products of the Abbott 
Alkaloidal Co. 


Books Received 


The Practice of Pediatrics. In Original Contributions 
by Americon and English Authors. Edited by Wat- 
TER Lester Carr, A.M., M.D., Consulting Physician 
to the French Hospital, New York, etc. Royal 8vo; 
1,014 pages; 109 engravings and 32 plates. (The Prac- 
titioners’ Library.) Philadelphia and New York: Lea 
BrotHers & Co., 1906. 
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Progress in Surgery. 
A Résumé of Recent Literature. 


The Treatment of Surgical Tuberculosis. V. Warren 


Low, London. Lancet, July 14, 1906. 


Low concludes as follows: (1) In all cases “open-air 
treatment” should be organized to meet the circumstances 
and requirements of the particular case. (2) That in every 
case the patient’s powers of resistance to the disease should 
be periodically measured by suitable blood examination. 
(3) That, where the resistance is found low and there is 
no evidence of an excessive autoinoculation, use should be 
made of therapeutic inoculations of Koch’s new tuberculin 
in doses that are accurately controlled both as regards 
their amount and repetition by examination of the blood. 
(4) That in cases where there is evidence of excessive auto- 
inoculation absolute rest, with complete fixity of the dis- 
eased part, should be prescribed. (5) That in cases where 
it is evident that the diseased area is circumscribed and 
practically cut off from the circulation of tissue fluids 
efforts should be made to improve the circulation through 
the diseased area. The means we have at our disposal for 
this are fomentations, the use of certain mild irritants— 
e. g. liniment of iodin and Scott’s dressing, light therapy, 
general massage, and local massage with carefully regulated 
movements. (6) That operative procedures should be 
directed to the removal of the dead, inert material, whether 
pieces of bone or collections of pus, and should be con- 
ducted with the most scrupulous aseptic precautions. 


What Do Recent Studies Regarding the Thyroid and 
Parathyroids Teach Concerning the Treatment of 
Exophthalmic Goiter? Roswett Park, Buffalo. 
Medical Review of Reviews, July 25, 1906. 


Park reviews the recent work on. the thyroid and para- 
thyroids and arrives at the following conclusions: The 
thyroid and parathyroids are two quite different sets of 
tissue. They are not completely independent of each other, 
for removal of the one causes changes in the other. There 
is reason to think that myxedema follows removal of the 
thyroid and tremors and nervous symptoms including tachy- 
cardia, result from extirpation of the parathyroids. It 
would appear further that failure of the parathyroids is 
followed by enlargement of the thyroid. If this be true, 
Park thinks that Graves’ disease may be explained by 
assuming that the former would account for the enlarge- 
ment of the thyroid, while the increased secretion afforded 
by the enlargement will account of the exopnthalmos. His 
final conclusions are: (1) Graves’ disease is an expression 
of a toxemia, of as yet uncertain, but probably gastro- 
intestinal origin. (2) As a result of this toxemia, there 
is excessive or perverted thyroidal activity. (3) It may 
easily be that the intermediate factors in producing this 
hyperthyroidism are the parathyroids. Park himself firmly 
believes that the last mentioned view is the correct one. 


A New Method of Treatment of Hemorrhage.  GEo. 
Crite and D. H. Dairy. Journal of the American 
Medical Association, July 21, 1 


The authors’ researches were directed with the idea of 
finding a means of successfully treating grave cases in 
which death appears inevitable. Intravenous infusions of 
isotomic solutions possess the disadvantage that they will 
not, beyond a certain amount, remain in the bloodvessels, 
but collect in the gastro-intestinal tract, the lungs, liver, 
etc., and form a serious menace to life. The authors con- 
ceived the idea of transfusing pure fresh blood from one 
species of animal to the other, by means of arterial anasto- 
mosis, The technic Carrel recently described was em- 


ployed. They found that an animal could be revived even 
if it be exsanguinated until respiration ceased and no pulse 
could be felt in the carotid. Even after apparent death, 
t. é., when the animal appears to be dead but the heart on 
inspection still shows a rhythmic contraction of the auricle, 
the animal could in every case be resuscitated and continue 
to live in a perfectly normal manner. With experience, the 


authors say that an anastomosis could be made in a few 
minutes. 


Radium in Surgery. Rosert Anse, New York. Journal 
of the American Medical Association, Julv 21, 1906 

Abbe reports the results in 125 cases, of which 40 were 
carcinomata and 9 sarcomata. In most superficial cancers 
radium is curative, and some brilliant results are reported 
by the author. In deep cancers it is still of no effect. 
Some excellent results are also reported in some cases of 
sarcoma. Abbe claims that the effects of radium are specific 
and in nowise similar to those obtained by x-rays. Weir, 
in the discussion of Abbe’s paper, confirms some of the © 
reports of Abbe’s work but expresses some doubt as to: 
the ultimate efficacy, because none of the cases had been 
observed for a sufficient length of time. The earlier reports. 
of the x-ray treatment of superficial cancer were very prom- 
ising, but later observations showed that nearly all cases. 
recurred. 


Tuberculosis of the Cecum, Ileo-Cecal Valve, and 
ee C. B. Keettey, London. Lancet, July 7,. 
1906. 


Keetley reports 4 cases of this rather uncommon disease. 
He describes three types, the ulcerative, the hyperplastic, 
and the peritoneal. As a rule, however, the three types. 
are to a greater or less degree associated. Hyperplasia of 
the tissues practically always exists and is the reason why 
a tumor is present in the large majority of the cases. The 
— is usually secondary to lung involvement but may 
not be. 

The symptoms are either those of chronic appendicitis or 
of cancer. There may be blood or mucus in the stool, con- 
stipation or diarrhea, and gradually increasing emaciation. 
The cachexia, however, is different from that of cancer. 
A greater probability to the diagnosis may be had, if an 
associated lung lesion is present or if tubercle bacilli are 
found in the stools. The author believes that ileo-cecal 
tuberculosis is more frequent than is generally supposed. 
and that many cases of supposedly primary peritoneal. 
tuberculosis have their original focus in the ileo-cecal junc- 
tion. He therefore recommends that in these cases the 
latter region shall be always explored. 


A Case of Successful Excision of the Right Lung for 
Pulmonary Tuberculosis. J. Lionet Stretton, Kid- 
derminster. Lancet, July 21, 1906. 


The patient, a female, aged 28, had definite signs of dis- 
ease at the right apex: the illness was of four years’ dura- 
tion; in the last year and a half there was a continuous. 
cough with expectoration and night sweats. There were 
dulness as far as the third rib, tubular breathing and 
crepitant rales. 

Under ether anesthesia, an incision three inches long. 
was made with its center over the third rib, two inches. 
from the sternum; about four inches of the third rib were 
removed. On opening the pleura the latter was found 
everywhere adherent; the adhesions were loosened care- 
fully with the hand as far as the third rib; this portion of 
the lung was surrounded with a serre-noeud and cut away, 
leaving a stump of about the size of a five shilling piece. 

For the first 24 hours the patient was in a condition of 
collapse. During the next few days there was consider- 
able hemorrhage both from the wound and from the mouth. 
On the seventh day hemorrhage ceased, but symptoms of 
sepsis intervened which required a counter-opening in the 
back, through which a large drainage tube was passed. 
The wire came away on the eighteenth day and recovery 
was uneventful. The wound was entirely healed three 
months later. Soon after this all cough and expectoration 
ceased. The excised portion of the lung was tuberculous 
and contained a cavity. . Six months later the patient was 
reported well. 


Capillarity of Intestinal Sutures. F. G. Conwnext, Sali- 
da, Col. Journal of the American Medical Association, 
August 1906. 


Connell tested the capillarity of intestinal sutures in order 
to ascertain whether or not through and through sutures 
of all the bowel coats would be likely to produce infection 
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of the serosa. He experimented with various suture mate- 
rials, silk, catgut, celluloid, etc., under differing conditions 
of moisture, tension, etc., both with colored intestinal fluid 
contents and with plain colored fluids outside the body, and 
also in living animals in which a loop of intestine was 
isolated by ligatures and colored solutions injected into the 
isolated section. The time allowed for the capillarity to 
manifest itself was two hours, as that would be sufficient 
for the formation of a plastic exudate that would of itself 
be protective. The conclusion reached from the experi- 
ments, which were generally negative as regards any seri- 
ous penetration of the coats or infection of the serosa, is 
that the danger from capillarity has been greatly over- 
estimated and that it should no longer be considered an 
objection to the through and through stitch. By employing 
a square or right-angled, instead of a round or whip stitch, 
the extent of the suture material on the serosa may be 
reduced to a minimum, and that little can be separated 
from the general peritoneal cavity by serous apposition. 


The Treatment of Loosened Teeth. M. L. Ruzin, New 
York. Journal of the American Medical Association, 
July 28, 1906. 


Rhein distinguishes two classes of loosened teeth: 
(1) Those cases due to infection which has caused 
the spreading of pus so as to interfere with the 
pericemental attachment of the root to the alveolus. In 
these the more or less speedy removal of the infecting focus 
will usually restore the solidity of the tooth. Infection 
from dying pulp, difficult eruption, ligatures around the 
neck of the tooth, ill-advised separation of the teeth and 
other injudicious dental procedures are the most common 
condition of the occlusion of the teeth must also be con- 
sidered a strictly localized disease readily cured by the 
removal of its cause. (2) Cases in which necrotic condi- 
tions prevail and the tooth becomes gradually loosened in 
its socket as it loses more and more of its peridental at- 
tachment. The condition here is the result of some form 
of malnutrition and is less amenable to treatment. The 
importance of ascertaining the cause in each case, there- 
fore, is plain. Gingival pockets should be looked for and 
their extent ascertained. If they extend all around the 
apex of the root the pulp is probably dead and should be 
removed. If of slight extent, the question is more difficult 
and the pulp condition must be tested in various ways. The 
condition of the occlusion of the tooth must also be con- 
sidered. Rhein speaks highly of the value of the x-ray in 
the diagnosis, but points out the need of care in the inter- 
pretation of the radiagraphs. In the second class of cases 
the general opinion is that the pulp has lost its physiologic 
characteristics, and its thorough removal when feasible is a 
well-recognized and satisfactory treatment. The x-ray has 
been suggested in these cases as a therapeutic method, but 
its real value is yet undetermined. The high frequency 
current in its various forms has also been used, and has, at 
least, the advantage of apparently lacking the dangerous 
qualities of the x-ray. In the treatment of these cases 
every possible pus focus must be removed, and one that 
frequently escapes observation is a root of a multirooted 
tooth that has lost its entire attachment and remains as a 
necrotic appendage. Such a root must be removed without 
fail, and the best results can only be obtained by replacing 
it with a porcelain substitute, the technic of which Rhein 
has elsewhere described. About 85 per cent. of his cases 
thus treated have resulted favorably. When all other means 
have failed there remains the last resource of uniting loos- 
ened teeth together, or to healthy teeth. In all cases of 
loosened teeth of the second class, after the mouth has been 
brought into a comfortable condition this only can be main- 
tained if it is followed once every month by careful prophy- 
lactic treatment by the dentist and dental nurse. 


Echinococcus Cyst of the Liver, with a Report of 10 
Cases Observed and a Differential Consideration 
of Tumors of the Liver. R. S. Fowter, Brooklyn. 
N. Y. State Journal of Medicine, July, August, 1906. 


From the study of his cases and the literature, Fowler 
gives an excellent résumé of this subject. After a review 
of the pathogenesis and the etiology, the author discusses 
the symptoms and diagnosis. The first symptom noted is 


the presence of a tumor in the liver region, or a feeling of 
pain, discomfort or dragging on the right side. If the 
tumor is on the superior surface there may be discomfort 
in breathing. There is always enlargement of the organ. 
Pressure on the neighboring organs results in symptoms 
referable to these viscera. There may be interference with 
the action of the heart and lungs, jaundice, and edema of 
the lower extremities if the vena cava be compressed; or 
ascites if the portal vein is compressed. The hyatid fremi- 
tus is not obtained as often as one would desire. A most 
valuable sign, if present, is that known as Santoni’s. This 
is obtained by ausculatory percussion, and consists in the 
production of a low-toned sonorous sound, similar to that 
attained by striking a membrane stretched upon a metallic 
frame. In the diagnosis, all conditions involving a tumor 
or increase in size of the liver must be taken into consid- 
eration.. Hepatoptosis, syphilitic cirrhosis, accessory lobes, 
carcinoma, primary and secondary, sarcoma, angioma, ade- 
noma, and finally abscess. 

Fowler discusses the differential diagnosis very fully. 
He condemns all procedures involving tapping of the cyst 
and injection of antiseptics. The only operation to do is 
hepatotomy, either in one or two stages, evacuation of the 
contents and excision of the lining membrane. The paper 
concludes with a detailed report of the 10 cases. 


False Diverticula of the Vermiforiw Appendix. M. G. 
SEELIG, St. Louis. Annals of Surgery, July, 1906. 


Seelig reports a case of diverticula of the appendix. It 
had caused no symptoms, the appendix being removed dur- 
ing the course of an operation for fibroid uterus. The 
appendix held two diverticula, both false, i. e., not includ- 
ing the muscular coat of the intestine, and both opposite 
to the mesenteric border. The larger diverticulum was 
about the size of a bean, the smaller that of a large pin- 
head. The submucosa and mucosa protruded through the 
muscular coat in the nature of a hernia. The occurrence 
of these protrusions is very uncommon. Usually they 
appear along the mesenteric border, where the entrance 
of the bloodvessels produces a natural locus minoris re- 
sistentiz to the intraappendicular pressure. Inflammation 
can also produce a weakening of the appendix wall and 
this weak point may later prove the site of rupture when 
a new attack sets in. It is also known that the muscle 
wall is the chief barrier against bacterial progression; 
therefore these thin walled sacs lined only with mucosa 
and submucosa must be regarded as serious menaces from 
a clinical viewpoint. 


Appendicitis and Jaundice (Appendicitis und Ikterus). 
P. Reicuet, Chemnitz. Deutsche Zeitschrift fiir Chi- 
rurgie, 1906, Heft 1-2. 


The author declares that the appearance of jaundice 
after appendicitis operations, has not received sufficient 
notice. He does not refer to the cases of pylephlebitis in 
which the icterus appears late, if at all, and persists over 
long periods, but to cases in which the jaundice shows 
itself early, either to fade in a few days or to indicate 
a rapidly progressive and fatal infection. In 165 cases of 
Reichel’s there were 22 deaths (13.3%); of all the cases 
observed, 18 showed jaundice, and of these 10 died 
(55.5%). The jaundice is the result of a severe general 
infection ; often not accompanied by peritonitis. The oper- 
ation is usually followed by a latent period marked by 
improvement, then 36 to 48 or even 60 hours later a slight 
jaundice develops. Usually psychical unrest, insomnia and 
slight delirium follow, the pulse grows more frequent, the 
temperature remaining low or rising. The delirium is 
apt to become violent and is succeeded by stupor and all 
the symptoms become aggravated, especially the rapidity 01 
the pulse, which reaches 120-140 beats. ‘The picture resem- 
bles that of an acute iodoform intoxication. A few cases 
recovered after one to two days, but the majority died 
within 24 hours, that is, 48 to 72 hours after operation. 
Four of the ten fatal cases showed no peritonitis. At the 
operation the appendix was found severely diseased, au- 
topsy showing evidences of a severe general sepsis (fatty 
degeneration of the viscera, hemorrhages, swelling of the 
lymph glands and Peyer’s patches, etc.). The process 
deocribed is of the same nature as the well-known pyle- 
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phlebitic inflammations, which, however, are slower in 
their course. Reichel believes that these findings should 
render one cautious about doing more than draining the 
periappendicular abscess, if interference is delayed longer 
than 48 hours after the onset, as the inflammation described 
is due to dislodgment of septic foci from the mesenter- 
iolum. Even operations performed within 24 hours of the 
onset, in rare instances, progress to the same fatal out- 
come if the original infection is very severe. 


An be gai for the Painless and Bloodless Removal 
of Submerged and Adult Tonsils. F. B. Ketioc, Los 
Angeles, Cal. Annals of Ophthalmology, Rhinology, 
and Laryngology, June, 1906. 


This procedure, which is a modification of Pynchon’s 
galvano-cautery dissection, is especially effective for the 
removal of submerged tonsils, It is supposed to eliminate 
the disquieting feature of hemorrhage when it is necessary 
to remove tonsils in adults. The parts are anesthetized 
with a solution consisting of equal parts of adrenalin, 
I-1000, and 10 per cent. cocain solution. This is painted 
upon the pillars and injected into the stroma of the tonsil. 
The tonsil is seized with a volsellum forceps and dissected 
out with a galvano-cautery knife at white heat. When 
almost completely enucleated, a small portion of the base 
of the tonsil being still attached to its bed, the cautery is 
abandoned, and the loosened tonsil completely enucleated 
by means of a Matthieu tonsillotome. The author has 
never seen any secondary hemorrhage after this operation 
and believes that it is effectually prevented by the cautery 
while primary hemorrhage is taken care of by the adrenalin 
and cautery combined. 


Acute Septic Infection of the Throat and Neck; Lud- 
wig’s Angina. G. G. Davis, Philadelphia. Annals 
of Surgery, August, 1906. 

The disease known as Ludwig’s angina affects the 
mouth, throat, neck, submandibular and parotid regions. 
It was first described by Ludwig in 1836. Semon claims 
that the various diseases classified as acute edema of the 
larynx, erysipelas of the pharynx and larynx, phlegmon 
of the pharynx and larynx, and angina Ludovici were 
variations of the same acute septic inflammation and 
represent various degrees of virulence. The primary loca- 
tion and subsequent development depend upon the site of 
the original breach in continuity admitting the infecting 
agent. 

Of the author’s twelve cases it was found that some 
were due to streptococci, some to staphylococci and some 
to pneumococci, while others showed a mixed infection of 
one or more of these and other germs. Therefore, even 
when the clinical picture corresponds, the bacterial agent 
may vary. The lesion commonly starts from the mouth 
or throat, but usually does not involve the nasal cavity. 
Points of entrance may be in the tonsil, in the submaxil- 
lary gland or duct, any part of the buccal or pharyngeal 
mucous membrane and, a favorite starting point, a tooth. 
This last is so well known that dentists frequently refuse 
to extract infected teeth for fear of being held responsible 
for the subsequent spread of the infection. The starting 
point varies. It may be the floor of the mouth or the 
periosteum of the lower jaw, etc., but the progress of the 
infection is always along the connective tissue structures 
and not by the lymphatics. The deep fascie offer marked 
resistance, therefore the skin may appear normal, though 
the characteristic “wood-like” hardness shows itself easily. 
The deep tissue planes and the muscles enclosed by them 
necrose, pus appearing only during the later stages. Pro- 
gression may produce infection across the median line, to 
the floor of the mouth, down to the clavicle and sternum, 
or inward to the pharynx and larynx. As a result, a 
brawny swelling is noted at thefloor of the mouth, pushing 
the tongue upward, or edema of the larynx and epiglottis 
is found. Sinuses discharging foul, ichorous pus may 
appear, particularly near the posterior teeth. At the 
outset the constitutional symptoms may be mild, and even 
in severe or fatal cases the temperature may remain 
tween 101°-102°; rarely hyperpyrexia is noted. The cases 
should be treated as infectious; some resemble erysipelas, 
and groups of cases are common. The diagnosis may be 
difficult, as surface inflammations, inflammations of neigh- 


boring lymphatic structures (such as tonsil, glands, etc.), 
tubercular or syphilitic ulcerations come into question. The 
onset may be insidious, rarely fulminating. Of chief im- 
portance is the pathognomonic “board-like” swelling at the 
base of the tongue, submaxillary or parotid region with 
either normal skin or reddish, tender covering. The swell- 
ing may extend widely upward or downward, chills occur, 
and abscesses may form. Fatal cases usually end before 
the twelfth day, from sepsis; a short course is often due 
to edema of the larynx. Early and radical incision, before 
the formation of pus, is the only safe treatment. A median 
incision from the middle of the jaw to the hyoid bone, 
down to the mucosa of the mouth, is indicated when the 
swelling is beneath the jaw. If laterally situated, multiple 
incisions through the skin and then bluntly through muscle 
and fascia, must be made, drainage tubes being inserted. 
Primary anesthesia only is required. For edema of the 
glottis, ice, cocain, adrenalin spray and high tracheotomy 
may be needed. Twelve cases, with a mortality of 40%, 
are reported. 


Indications for Surgical Intervention in Infections of 
the Biliary Tract. J. B. Deaver, Philadelphia. Jour- 
oth of the American Medical Association, August 11, 
1906. 

The author favors the removal of gallstones whenever 
present, provided there are no contraindications. He also 
considers cholecystotomy the safest treatment of any frank 
attack of acute cholecystitis that does not subside under 
judicious medical measures in thirty-six or forty-eight 
hours. Operation is almost imperative if the attack is 
not the first and the history points to the fact that gall- 
stones are present. In mild recurrent cases, also, he con- 
siders operative interference indicated, and in the later 
stages of gall-bladder disease operation is also invariably 
demanded. In hydrops, cholecystectomy is required, as the 
closing of the cystic duct renders the gall-bladder useless 
and there is constant danger of reinfection or even of 
rupture. Cholecystectomy is also indicated in gangrene 
and perforation, but not in empyema, except when of vm § 
standing and with the walls very extensively diseas 
When gallstones exist the condition is more serious, and 
the patient is fortunate if the stones can be remov 
before they wander from the gall-bladder. The advan- 
tages of operation in the latent stages are pointed out. 
Deaver protests against any indiscriminate resort to chole- 
cystectomy in operating for impacted stone in the common 
duct unless the gall-bladder is very much diseased. He 
believes that its retention and drainage constitute a very 
valuable part of the after-treatment. When the infection 
has traveled beyond the gall-bladder and involved the 
hepatic ducts, or even if the cystic duct is very much 
infiltrated, he would drain the common duct as well. This 
is not, in his opinion, a difficult or dangerous procedure, 
but it requires to be done judiciously. There are times 
when the surgeon, against his will, is called on to operate 
for acute impaction of a stone in the common duct. The 
mortality in these cases is appallingly high, but with pro- 
gressing infection it may be the only chance. The 
bility of the pancreas being also involved is to be consid- 
ered and this makes operatjon the more imperative when 
it occurs. In conclusion he mentions typhoid cholecystitis 
as a matter of importance and expresses surprise that it 
has not been more considered. Patients who during ty- 
phoid give evidence of biliary involvement should, if pos- 
sible, undergo cholecystostomy on recovery if their 
symptoms persist, thus not only avoiding future serious 
disease, but also more effectually preventing their dissem- 
ination of typhoid infection from their intestinal tracts. 

Tabulated statistics of 216 cases are appended to the ar- 
ticle. Of all the cases, 84% had gallstones, and 15.8%. had 
none. Seventeen per cent. had stones in the common duct. 
Of all the patients 63% had jaundice at some time. 
erative statistics are not given. 


Injuries to the Diaphragm. W. C. G. Kirscunzr, St. 
Louis. Interstate Medical Journal, August, 1906. 


Kirschner reports four cases; three were stab ——_ 
while the fourth was a gunshot wound; all were opera’ 

upon; two died. As regards the diagnosis, not only must 
the symptoms and physical signs be taken into considera- 
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tion, but also the position of the body at the time of the 
injury, the diversion of the bullet or instrument, and the 
nature of the superficial wound. It should be remembered 
that in stab wounds the size of the superficial wound is no 
index to the damage that has been done. 

The chief dangers resulting from injuries to the dia- 
phragm are, penetration of the abdominal cavity, and hernia 
of abdominal viscera into the pleural cavity. In most cases 
of injury to the diaphragm, operation fs indicated. Simple, 
small uncomplicated injuries to the diaphragm, if pro- 
tected by the liver or spleen, will heal of themselves. In- 
juries to the free portion of the diaphragm should always, 
however, be repaired in order to prevent hernia. These 
injuries may be treated by the abdominal or thoracic route. 
When complications are suspected, the abdominal route is 
to be preferred; simple injuries can be easily repaired 
through the thoracic route. If the abdominal route is 
chosen, the finger or a volsellum forceps can be hooked 
through the opening and by traction it can usually be 
brought into the field of operation. Either silk or catgut 
may be used for suture. 


A Report of Forty-One Cases of Cesarian Section, 
' with Certain Modifications of the Technic of the 
Operation. J. W. Markoe and A. B. Davis. Bulletin 

of the N. Y. Lying-In Hospital, June, 1906. 

The authors report 41 cases with a mortality of six. 
They make the incision entirely above the umbilicus, in 
the median line, 10 to 12 cm. in length. No undue haste 
is employed. The uterine fundus is exposed, isolated by 
gauze packings and kept in the wound by pressure made in 
the flanks by an assistant. The uterus is then opened by a 
vertical cut, the hand swept between the uterine wall and 
the membranes, which are now opened. The child is 
extracted by seizing a foot, the cord clamped and the 
child removed. The uterine wound is closed by inter- 
rupted sutures of chromic gut placed 2 cm. apart and not 
including the mucosa. This layer of sutures is buried by 
a continuous catgut suture, and the abdominal wall is 
closed. The high incision lessens the chance of adhesions 
between abdominal scar and uterus. To assist involution 
and favor uterine drainage, the patient is placed in the 
Fowler position. It is well to follow Olshausen’s plan and 
to precede the operation by a dose of ergot. 


Shortening of the Round Ligaments Within the In- 
guinal Canals Through a Single Suprapubic Trans- 
verse or Median Longitudinal Incision. R. Prter- 
son, Ann Arbor. Surgery, Gynecology and Obstet- 
rics, July, 1906. 

Peterson prefers the Alexander operation to other pro- 
cedures for retroflexion, but recognizing its disadvantages, 
he has tried to perfect the technic so as’ to overcome the 
defects. In the ordinary cases a single transverse incision 
-is made through skin and subcutaneous tissue, passing 
from just above one pubic spine to the other. By pulling 
the skin upward a median incision trom 2-4 inches in 
length can be made, the abdomen explored, adhesions 
broken up, adnexa resected, etc. If the skin is now 
pulled to one side the inguinal ring is exposed and a 
typical Alexander operation can be done. Should the 
ligament tear a dressing fosceps is pushed through the 
peritoneum at the internal inguinal ring and the intra- 
peritoneal part of the round ligament is seized and 
carried out through the canal under guidance of thé 
eye. Where longer incisions of the abdomen are required 
a low median laparotomy wound, if pulled to the side, 
permits free exposure of the external inguinal ring. 


A Further Series of Enucleations of the Prostate. 
Str Wm. Tuomson, London. British Medical Jour- 
nal, July 14, 1906. 

Thomson makes an additional plea in favor of the supra- 
pubic method. He reports 18 cases with 5 deaths. He 
believes that flushing of the bladder is an important post- 
operative procedure. He does this through the urethra at 
intervals during the day. In cases of hypertrophy with 
hemorrhage, he has been well satisfied with the results 
obtained by administering calcium chlorid for a few days 
prior to the operation. Two interesting cases are reported 
in detail: one, in which he enucleated the prostate for 
intractable hemorrhage; the second one, in which a tumor ot 


the abdomen had been diagnosed, but which turned out to. 
be a dilated bladder, the result of prostatic hypertrophy. 


A Case of Actinomycosis of the Abdominal Wall. 
ARCHIBALD Curr, Sheffield. British Medical Journal, 
July 21, 1906 

This case is interesting from its etiology. The patient 
presented an inflammatory mass in the right iliac fossa; at 
the operation it proved to be an actinomycotic focus in 
the abdominal wall involving both muscles and peritoneum; 
the latter was everywhere adherent to the cecum. These 
adhesions were released, the focus removed and the abdom- 
inal wall sutured. In the center of the focus was a piece 
of straw. It was found afterward that the patient had 
been for years in the habit of keeping a straw in his mouth, 
and had picked various carious teeth therewith. 


Comparative Treatment of Intestinal Amebiasis. Wy. 
R. Movutpen, Washington. Medical Record, July 2%, 
1906. 

On parallel series of cases, the author tried the effects 
of colon irrigations of quinin solutions on the one hand 
and copper sulphate solutions on the other. He found that 
the latter were in every respect far superior to the former; 
the patients gained weight rapidly, the diarrhea diminished, 
and the amebz disappeared entirely from the stool. 1-6000 
solutions are used and the injections are given warm. 

[It would appear that this medication would be eminently 
applicable for purposes of irrigation in cases of right sided 
colestomy or appendicostomy for amebic colitis. ] 


Silver Wire as a Through and Through Suture 
(Die Silberdrahtnaht als perkutane Tiefnaht). E. 
Kuster, Marburg. Zentralblatt fiir Chirurgie, No. 28, 
1906. 35th Congress of the German Surgical Society. 

Since 1902 Kiister has had only one case of post-opera- 
tive prolapse of the intestine in 1,185 laparotomies. In 
aseptic operations he places through and through sutures 
of silver wire 4 cm. apart, and then unites the layers 
separately with catgut, except the skin, which is closed 
with a running silk suture. After all these sutures are 
tied, the silver wire sutures are approximated. In sup- 
purative processes only the silver wire is used, the lower 
end of the wound being left open. The wires are left 


- long, so that if necessary they may readily be opened 


and at once retied (i. e., twisted). In cases of tubercu- 
lous peritonitis the peritoneum should not be included, as 

= tuberculous inflammation may advance along the stitch 
oles. 

In hernia operations the silver sutures are used in addi- 
tion to the regular sutures. In nephropexy these through 
and through silver sutures are also employed. In fracture 
of the patella, resection of the knee, fractures of the 
long bones that are not readily kept in apposition, Kiister 
has also regularly used the same suture, which should not 
enter the joint cavity. 

These silver wire sutures serve to keep the deeper parts 
of the wound in close apposition, thus preventing hematoma 
formation and favoring early union. By this means ventral 
hernia is prevented even if suppuration has occurred. The 
sutures can be readily and painlessly removed at any time. 


Skiagrams After the Distention of the Knee-Joint 
with Oxygen (Ueber Réntgenbilder nach Sauerstof- 
feinblasung in das Kniegelenk.) A. Horra, Berlin. 
Berliner Klinische Wochenschrift, No. 28, 1906. 

The knee-joint is distended with pure oxygen generated 
in a special apparatus by adding pure potassium permanga- 
nate tablets to 3% peroxid of hydrogen. The needle and 
the skin surface are rendered aseptic and the injection is 
performed at a pressure of one-half to three-fourths atmo- 
spheres. By means of the distention, which is compara- 
tively painless and has never caused unpleasant after- 
effects, the suprapatellar recess, the posterior recess, the 
thickness of the synovia, the normal synovial projections, 
the posterior crucial ligaments and the outlines .of the 
bones are plainly shown. Joint bodies, loose meniscus, 
enlargements or obliterations of the synovial cavity, etc., 
are readily detected. The twelve skiagrams accompanying 
the article are highly instructive and speak strongly in 
favor of the method. The oxygen is absorbed within 
twenty-four to forty-eight hours. 


